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Joseph  A.  Kenefick  New  York,  N.  Y. 

Charles  J.  KlPP  Newark,  N.  J. 

Herman  Knapp  New  York,  N.  Y. 

D.  Brauen  Kyle  Philadelphia,  Pa. 

Geo.  A.  LELAND  Boston,  Mass. 

Robert  Lewis,  Jr  New  York,  N.  Y. 

William  Lincoln   .  Cleveland,  Ohio. 

D.  B.  Loveli  Worcester,  Mass. 

Jas.  F.  McKernon  New  York,  N.  Y. 

Horace  G.  Miller  Providence,  If.  1. 

Francis  R.  Packard  Philadelphia,  Pa. 

Wendell  C.  Phillips  New  York,  N.  Y. 

Edward  M.  Pllmmer  Charlestown,  Mass. 

Thos.  11.  Pooley  New  York,  N.  Y. 

B.  Alex.  Randall  Philadelphia,  Pa. 

J.  M.  Kay  Louisville,  Ky. 

If.  \.  REEVE  Toronto,  Canada. 

Henry  O.  Keik  Baltimore,  Md. 

Geo.  L.  Richards  Fall  River,  Mass. 

Samuel  L).  Risley  Philadelphia,  Pa. 

J.  D.  Rushmore.  Brooklyn,  N.  Y. 

Geo.  E.  Shambaugh  Chicago,  III. 

Henry  L.  Shaw  •  Boston,  Mass. 

Frank  B.  Sprague  Providence,  R.  I. 

Franklin  M.  Stephens  New  York,  N.  Y. 

S.  B.  St.  John  Hartford,  Conn. 

T.  Y.  Sutphkn  Newark,  N.  J. 

Lewis  H.  Taylor  Wilkes  Bane,  Pa. 

F.  M.  Wilson  Bridgeport,  Conn. 

Hiram  Woods  Baltimore,  Md. 

The  meeting  was  called  to  order  at  l<).-'5<>  v.  m.  by  the 
President,  Dr.  B.  Alexander  Randall. 

The  Chair  appointed  as  Business  Committee,  Drs. 
Green,  Bacon,  and  Kipp. 

The  Treasurer's  report  was  read  and  referred  fco  Dr. 
M  iller  for  auditing. 

The  report  of  the  Committee  on  Membership  was  post- 
poned until  a  subsequent  meeting. 

The  Secretary  read  a  letter  asking  for  a  contribution  of 
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$15.00  towards  forwarding  the  work  of  the  International 
Congress  al  Lisbon  in  L906,  and  the  President  announced 
that  the  Society  had  been  asked  to  appoint  delegates  to 
attend  the  meeting.  On  mot  ion  of  Dr.  Dench  the  Society 
voted  to  lay  this  matter  upon  the  talde. 

The  following  papers  were  presented  : 

I.  Dr.  George  E.  Shambaugh,  Chicago,  111.  Com- 
munications between  the  Blood  Vessels  in  the  Membra- 
nous Labyrinth  and  the  Endosteum  and  those  in  the  Bony 
Capsule  of  the  Labyrinth. 

II.  Dr.  W.  Sohier  Bryant,  New  York,  N.  Y.  Collodion. 
Its  use  when  the  Memhrana  Tympani  and  Malleal  Lig- 
aments are  Relaxed. 

Discussed  by  Drs.  Crockett,  Bacon,  Duel,  Randall  ami 
Bryant. 

III.  Dr.  W.  Sohier  Bryant,  New  York,  N.  Y.  Deaf 
Mutism  and  Ptomaine  Poisoning. 

Discussed  by  Drs.  Gruening,  Pooley  and  Bryant. 

IV.  Dr.  Francis  R.  Packard,  Philadelphia,  Pa.  Report 
of  Two  Cases  of  Operation  for  the  Radical  Cure  of  Chronic 
Suppurative  Otitis  Media  complicated  by  the  presence  in 
each  case  of  a  Granulation  (false)  Membrane,  almost 
occluding  the  External  Auditory  Canal. 

Discussed  by  Drs.  Dench,  Bryant,  Randall  and  Packard. 

V.  Dr.  Hiram  Woods,  Baltimore,  Md.  Chronic  Sup- 
purative Otitis  Media.  Its  relation  to  the  surgical  treat- 
ment of  polypi  and  post-nasal  vegetations.  Bearing  upon 
Life  Insurance. 

Discussed  by  Drs.  Blake,  Dench,  Bacon,  Gruening, 
Theobald,  Jack,  Lewis,  McKernon,  Dench,  Kipp,  Fiske, 
and  Woods. 

Dr.  Samuel  Theobald  for  the  Committee  on  Member- 
ship reported  that  some  of  the  names  proposed  had  not 
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been  accompanied  by  the  proper  letters  and  that  these 
could  m>t  be  acted  upon  unless  such  letters  were  placed 
in  the  I  lands  of  the  ( 'mn  in  it  t  ee  during  the  meeting. 

Dr.  Miller,  the  Auditing  Committee,  reported  thai  the 
Treasurer's  report  had  been  examined  and  round  correct. 


AFTERNOON  SESSION. 

Meeting  called  to  order  by  the  President,  Dr.  B.  Alex- 
ander Randall. 

VI.  Dr.  daines  V.  McEernon,  New  York,  N.  Y.  Pri- 
mary Jugular  Bulb  Thrombosis  in  <  Jhildren,  as  a  ( lomplica- 
tion  of  Acute  Purulent  Otitis  Media,  with  a  report  of 
cases. 

VII.  Dr.  Eugene  A.  Crockett,  Boston,  Mass.  Ligation 
of  the  Internal  Jugular  Vein  for  the  Cure  of  Thrombosis 
of  the  Lateral  Sinus,  with  a  Report  of  Seven  Cases. 

VIII.  Dr.  K.  Alexander  Randall,  Philadelphia,  Pa. 
Notes  on  Otitic  Epilepsy,  with  Report  of  a  Case  Relieved 
by  Mastoid  Exenteral  ion. 

Discussed  by  Drs.  Putnam,  P.  ('.  Enapp,  Walton,  Ris- 
ley,  Bacon,  Jack,  Richards,  J.  Green  and  Randall. 


Werfnvfuhty,  May  10,  I""-',. 

Meeting  called  to  order  L0.30  A.  M.  by  the  President, 
Dr.  B.  Alexander  Randall. 

Dr.  Gorham  Bacon  demonstrated  a  model  of  the  car. 
containing  about   sixty   metallic  discs  which  could  be 
changed,  showing  the  differenl  appearance  of  the  mem- 
brane in  health  and  disease,  with  one  containing  a  nieni- 
brane  upon  which  paracentesis  might  be  practised. 
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Discussion  wits  opened  upon  the  papers  of  Drs.  .lames 
F.  McKernon  and  E.  A.  Orochett,  read  at  the  previous 
meeting,  by  Dr.  Gruening,  followed  by  Drs.  Dench,  Kipp, 
Bacon,  Randall,  Dud,  .lack,  Andrews,  Friedenburg, 
Lewis,  McKernon  and  Crockett. 

The  reading  of  papers  was  resumed  as  follows: 

IX.  Dr.  W.S.  Bryant,  New  York,  N.  Y.  Demonstra- 
tion of  Two  Cases  of  Purulent  Otorrhoea;  the  First  a 
Perforation  of  Shrapnell's  Membrane  and  the  Other  of 
the  Posterior  Superior  Quadrant. 

X.  Dr.  Edward  B.  Dench,  New  York,  N.  Y.  Report 
of  Two  Fatal  Cases  of  Drain  Abscess. 

Discussed  by  Drs.  Walton,  Gruening,  Paeon,  .Jack, 
Randall,  .1.  Green,  McKernon  and  Dench. 

Adjourned  to  meet  at  3  P.M.  in  the  Eye  ami  Ear  In- 
firmary. 


AFTERNOON  SKSSION. 

Meeting  called  to  order  at  3  o'clock,  by  the  President, 
Dr.  B.  Alex.  Randall. 

XI.  Dr.  Herman  Knapp,  New  York,  N.  Y.  A  Case  of 
Acute  Total  Labyrinthine  Deafness  in  both  Ears. 

XII.  Dr.  Clarence  J.  Blake,  Boston,  Mass.  The  Con- 
servative Mastoid  Operation  and  its  After  Treatment. 

XIII.  Dr.  F.  B.  Sprague,  Providence,  11.  I.  observa- 
tions in  two  hundred  Mastoid  Operations. 

Discussed  by  Drs.  Gruening,  Dench,  belaud,  Woods, 
Phillips,  Reik,  Harlan,  Jack,  Kipp,  Bryant,  Blake  and 
Sprague. 
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XIV.  Dr.  Wendell  G.  Phillips,  New  York,  N.  V. 
Report  of  Two  Cases  of  Cerebro  Spinal  Meningitis  show- 
ing some  special  points  of  interest. 

Discussed  by  Dr.  Bryant. 

XV.  Dr.  Percy  Friedenberg,  New  York,  N.  Y.  Bilat- 
eral Invagination  (Epicanthus)  of  the  Auricle ;  an  Unusual 
( Jongenital  Anomaly. 

Discussed  by  Drs.  Dench  and  Randall. 

On  motion  of  Dr.  Lucien  Howe,  seconded  by  Drs.  Theo- 
bald and  Andrews  the  society  voted  to  instruct  the  Com- 
mittee on  time  and  place  of  meeting  that  it  was  the 
sense  of  the  society  that  it  preferred  to  meet  at  a  time 
later  in  the  summer  than  the  time  at  which  the  meeting 
was  held  this  year. 

Dr.  Dench  requested  that  the  secretary  send  a  copy  of 
this  statement  to  each  member  of  the  Committee. 

The  Society  gave  a  vote  of  thanks  to  the  officers  of  the 
Medical  Library  for  the  use  of  the  building  and  to  those 
w  ho  had  aided  in  the  success  of  the  meeting. 

After  which  the  society  adjourned. 

EXECUTIVE  SKSSION. 

Meeting  called  to  order  by  the  President,  Dr.  B.  Alex- 
ander Randall. 

The  Committee  on  Membership  reported  favorably  on 
t  he  following  names  ; 

Drs.  Pierce,  Rogers,  Potts,  Smith,  Wales,  LaCompte, 
White,  Renner,  and  Shattuck.  They  were  duly  declared 
elected. 

There  were  several  names  that  could  not  be  acted  upon 
because  the  proposers  and  seconders  had  not  sent  the 
necessary  Letters.  These  wei'e  referred  to  the  committee 
for  next  year. 

The  Business  Committee  reported  the  following  nomi- 
nal ions  for  officers ; 
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President 


Dr.  Emu.  Gruening 


Vice-President  . 


Dr.  C.  J.  Kipp 


Secretary  and  Treasurer 


Dr.  P.  L.  Jack 


Committee  on  Mi  mbership. 


Dr.  Samuel  Theobald 
Dr.      a.  Leland 
Dr.  T.  R.  Poole? 


(  The  Secretary  (ex-oj)lcio) 
Committee  on  Publication-    ■      .     )  PR.  CLARENCE  J.  BLAKE 

(  Dr.  Green 

The  Secretary  w  as  instructed  to  cast  (  lie  ballot  for  the 
nominees  and  they  were  duly  declared  elected. 

Committee  on  Time  and  Place  <>i'  Meeting;  The  same 
( 'inn  in  it  tee,  consisting  of  Drs.  Dench,  Crockett  and  Lewis, 
were  placed  in  nomination  and  on  motion  of  Dr.  Theobald, 
seconded  by  Dr.  Knapp,  the  secretary  was  instructed  to 
cast  t  he  ballot  for  them. 

Committee  on  Program  to  be  appointed  by  the  Chairman. 

The  President  announced  that  the  next  meeting  of  the 
International  Congress  would  be  held  at  Budapest  and 
suggested  that  a  committee  be  appointed  to  endeavor  to 
have  the  following  meeting,  in  1912,  hold  in  America- 
On  motion  of  Dr.  Bacon  the  society  instructed  the  Chair 
to  appoint  such  a  Committee  and  Drs.  Blake,  Dench  and 
Theobald  were  so  appointed. 

The  society  then  adjourned. 


FREDERICK  L.  JACK, 

Secretary. 


COMMUNICATIONS  BETWEEN  THE  BLOOD-VES- 
SELS IN  THE  MEMBRANOUS  LABYRINTH  AND 
THE  ENDOSTEUM  AND  THOSE  IN  THE  BONY 
CAPSULE  OF  THE  LABYRINTH. 

George  E.  Shambaugh,  M.  D.,  Chicago,  III. 

If  a  section  is  made  through  the  pyramid  of  the  adult 
temporal  bone,  one  can  toll  at  a  glance  every  point  at 
which  the  labyrinth  has  been  cut  through  by  the  dense 
ivory-like  character  of  the  bone  which  immediately  sur- 
rounds its  cavities.  This  ivory-like  shell  of  the  labyrinth 
constitutes  its  so-called  bony  capsule.  There  is  no  dis- 
tinct line  of  demarcation  separating  the  capsule  of  the 
labyrinth  from  the  surrounding  bone  of  the  pyramid. 
The  one  passes  i niperceptively  into  the  other.  In  thick- 
ness the  capsule  measures  from  2  to  4  millimeters.  A 
tube-like  prolongation  of  the  capsule  encases  I  he  meal  us 
acusi  icus  internus. 

In  the  foetus,  the  labyrinth  with  its  bony  capsule  can 
be  shelled  out  completely  free  from  the  surrounding  tem- 
poral bone.  In  the  earlier  embryo  before  ossification  has 
taken  place,  the  labyrinth  with  its  cartilagenous  capsule 
can  lie  separated  from  the  surrounding  structures  even 
more  readily.  It'  such  a  preparation  of  t  he  labyrinth  \\  it  h 
its  capsule  he  examined  il  will  be  seen  that  the  outlines 
of  the  cavities  which  make  up  t  he  chambers  of  the  laby- 
rinth are  but  faintly  indicated  on  the  outer  surface  of  the 
capsule.  The  cochlea  appears  as  a  cone-shaped  mass  with, 
but  slight  if  any  markings  on  the  outer  surface  indicating 
the  several  coils  of  the  cochlea  within.  The  covering  of 
the  vestibule  presents  a  surface  free  from  special  mark- 
ings except  for  the  depression  of  the  fenestra  vestibuli. 
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The  outlines  of  the  semicircular  canals  arc  hut  partially 
indicated  by  the  markings  <>n  the  outer  surface.  'Flic 
space  included  between  the  three  semicircular  canals 
forming  a  solid  triangle  with  its  apex  pointing  towards 
the  vestibule  and  the  base  iii  the  direction  of  the  upper 
posterior  border  of  (he  pyramid,  is  completely  filled  in 
w  it  li  1  his  capsule.  In  the  adult  bone  t  his  space  is  part- 
ially filled  in  w  ith  spongy  bone  while  the  ivory-like  bone 
of  the  capsule  extends  but  a  couple  of  in i  1 1 i meters  around 
each  semicircular  canal. 

A  question  of  interesi  and  one  of  considerable  clinical 
importance  in  connection  with  the  capsule  of  the  laby- 
rinth is  the  relation  of  its  blood-supply  to  that  of  the 
membranous  labyrinth  and  the  endosteiim.  Are  the  two 
systems  quite  distinct  or  are  there  communications 
between  them?  Do  the  blood-vessels  of  the  capsule  an- 
astomose with  those  that  supply  the  endosteum  and  the 
membranous  Labyrinth?  This  is  a  question  which  has 
interested  the  clinician  as  well  as  the  anatomist.  11'  it 
could  be  established  that  blood-vessel  communications 
exist  bet  ween  t  he  capsule  and  the  membranous  labyrint  h, 
this  mighi  explain  tor  example  a  possible  route  for  an 
infection  to  spread  from  the  cavum  tympani  to  the  struc- 
tures in  t  he  labyrinth. 

The  study  of  otosclerosis  has  in  recent  years  broughl 
an  additional  interest  to  all  questions  relating  to  the 
anatomy  of  the  capsule  of  the  labyrinth. 

That  the  blood-vessels  which  supply  the  capsule  of  the 
labyrinth  communicate  freely  with  those  in  t  he  surround- 
ing structures  has  long  been  recognized.  The  blood- 
supply  of  the  mucosa  lining  the  tympanum  sends  branches 
which  penetrate  the  bony  substance  of  the  promontory; 
blond-vessels  from  the  dura  penetrate  the  area  between 
t  he  semicircular  canals  at  the  fossa  subarcuata  ;  the  blood- 
vessels of  the  temporal  bone  which  surrounds  the  laby- 
rinth communicate  freely  with  those  of  the  capsule. 

The  question  whether  the  blood-vessels  of  the  mem- 
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branous  labyrinth  and  endosteum  communicate  with  those 
in  the  capsiile  was  first  taken  up  by  Hyrtl  who  expressed 
the  opinion  that  the  blood-vessels  of  the  labyrinth  form  a 
(dosed  system  which  does  not  communicate  with  the  ves- 
sels of  the  surrounding  parts  from  the  point  where  the 
artery  penetrates  the  labyrinth  in  the  bottom  of  the  in- 
ternal meatus  to  the  place  where  the  veins  leave  the 
labyrinth. 

Politzer  on  the  other  hand  believed  that  he  could  dem- 
onstrate communications  between  the  blood-vessels  of  the 
mucosa  in  the  tympanum  ami  the  vessels  in  the  mem- 
branous labyrinth.  Between  these  two  views  opinion  has 
been  divided.  The  view  of  Politzer  has  been  copied  ex- 
tensively in  the  clinical  text-books  on  the  ear.  On  the 
other  hand  the  opinion  held  by  Hyrtl  that  the  blood- 
vessels of  the  labyrinth  form  a  (dosed  system  is  the  one 
largely  subscribed  to  by  those  who  have  made  investiga- 
tions on  t  he  subject. 

The  method  chiefly  used  in  working  on  this  problem 
has  been  that  of  studying  specially  stained  sections. 
Siebenmann1  in  his  work  with  metal-corrosion  lias  made 
some  interesting  observations  bearing  on  this  subject. 
This  method,  however,  does  not  permit  of  exact  enough 
interpretation  in  regard  to  the  blood-vessel  connections 
between  the  capsule  and  endosteum  of  the  labyrinth 
to  be  of  very  definite  value.  The  method  of  making 
celloidin  casts  of  the  labyrinth,  which  Eichler  and  Sieben- 
mann used  so  successfully  in  studying  the  blood- vessels 
of  the  membranous  labyrinth  and  which  I  have  used  in 
studying  the  blood-supply  of  the  labyrinth  of  the  pig2 
and  that  of  the  sheep  and  calf1,  does  not  lend  itself 
to   the  study  of  this  problem,   because  in   this  method 


1  Die  Korrosions-Anatomie  des  menschlichen  Ohres. 

2  Distributions  of  Blood-vessels  in  the  Labyrinth  of  the  Ear  of  Sus 
Scrofa  I  boniest  icus.  Decennial  Publications,  University  of  Chicago. 
Univer.-it y  Press,  Chicago,  1903. 

3  Zeitscrift  Kir  Ohrenheilkunde.    Band  XI.Ylll.  s  381. 
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the  corrosion  and  subsequent  removal  of  the  capsule  des- 
troys just  the  vessels  which  we  wish  to  study.  In  work- 
ing with  this  method,  however,  I  found  that  in  making  a 
celloidin  cast  of  the  labyrinth  in  which  the  capsule  was 
still  cartilage  it  was  not  necessary  to  remove  the  capsule 
at  all  since  the  whole  preparation,  capsule  as  well,  would 
(dear  up  perfectly  in  creosote.  It  was  also  found  thai  in 
cases  where  the  labyrinth  was  prepared  in  this  way,  at  the 
age  when  ossification  was  hut  partially  advanced,  the 
Hearing  up  of  the  preparation  including  the  capsule  could 
still  be  satisfactorily  accomplished  in  creosote  so  as  to 
permit  of  the  study  of  the  Id  l-vessels  as  they  penetra- 
ted the  region  of  beginning  ossification.  The  problem 
was  to  get  embryos  at  the  age  when  the  capsule  was  in 
the  transition  stage  from  cartilage  to  hone,  where  the 
process  of  ossification  would  he  far  enough  along  for  the 
capsule  to  contain  blood-vessels,  and  yet  not  so  far  ad- 
vanced as  to  render  it  impossible  to  make  the  preparation 
sufficiently  transparent  in  the  clearing  fluid. 

The  embryo  of  the  calf  was  used  because  it  was  conven- 
ient to  get  this  material  at  the  proper  stage  of  transition 
of  the  cartilage  to  hone  to  permit  of  its  being  studied  by 
this  method.  The  preparations  were  made  by  taking  the 
labyrinth  w  ith  its  capsule  shelled  out  from  the  temporal 
hone,  the  foetus  having  been  previously  injected  with 
Berlin  blue.  A  celloidin  preparation  of  the  whole  was 
made  and  cleared  in  creosote.  The  size  of  the  embryo 
calf  that  could  be  used  for  this  method  was  betweem  20 
cm.  and  30  cm.  in  length.  Such  preparations  w  hen  cleared 
in  creosote  and  examined  with  a  stereoscopic  microscope 
would  readily  show  any  communication  existing  between 
the  blood-vessels  in  the  endosteum  and  those  in  the  cap- 
sule. In  cases  where  the  preparation  could  not  he  made 
transparent  enough  to  permit  of  careful  study,  the  object 
was  removed  from  the  creosote  and  thick  sect  ions  were  cut 
free-hand.  Other  preparations  w  here  the  process  of  ossili- 
cation  was  farther  advanced  were  decalcified  and  both 
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thick  and  thin  sections  were  made  in  t  he  ordinary  way. 
Such  preparations  could  be  stained  before  studying  them. 

By  working  with  this  method  communications  between 
the  blood-vessels  in  the  membranous  labyrinth  and  t  hose  in 
the  capsule  could  be  demonstrated  at  a  number  of  defi- 
nite points,  and  the  occurrence  of  these  connections  was 
found  to  be  quite  constant  in  the  several  dozen  prepara- 
tions studied.  A  characteristic  of  these  communicating 
branches  is  that  they  always  consist  of  a  single  Large  ves- 
sel which  enters  the  capsule  alone,  except  that  it  is  often 
accompanied  by  a  vein  which  returns  the  blood  from  the 
capsule  to  the  labyrinth. 

Since  the  system  of  blood-vessels  in  the  membranous 
labyrinth  is  developed  long  before  any  blood-vessels 
appear  in  the  capsule  we  would  naturally  not  expect  to  find 
vessels  which  develop  later  in  the  capsule  send  branches 
in  to  supply  the  membranous  labyrinth.  A  single  excep- 
tion to  this  was  found  in  a  number  of  preparations  where 
a  large  arterial  trunk  from  the  capsule  joined  the  cms 
commune  near  its  distal  end,  and  distributed  branches  to 
the  endosteum  and  membranous  structures  of  the  semi- 
circular canals.  In  all  the  remaining  places  where  con- 
nections between  the  blood-vessels  of  the  membranous 
labyrinth  and  endosteum  and  the  capsule  were  found  these 
consisted  of  branches  which  had  penetrated  the  capsule 
from  vessels  that  already  existed  in  the  membranous 
labyrinth.  The  points  where  such  communications  are 
found  are  as  follows : — 

About  t  he  basal  coil  of  the  cochlea  at  six  dist  met  places, 
in  the  vestibule  at  four  places,  and  in  the  semicircular 
canals  at  one  point. 

In  summing  up  the  results  obtained  in  this  research  in 
their  bearing  upon,  lirst  the  proposit  ion  of  Ilyrt  I,  t  hat  1  he 
blood-vessels  of  the  labyrinth  form  a  closed  system  having 
no  anastomoses  with  the  surrounding  structures  from  the 
time  the  labyrinthine  artery  penetrates  the  labyrinth  at 
the  bottom  of  the  internal  meatus  until  the  veins  leave 
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the  labyrinth;  and  second,  the  question  of  communi- 
cations ltd  ween  Mood- vessels  in  the  cavum  tympani  and 
those  in  the  labyrinth,  the  following  conclusions  are 
reached. 

I .  The  propusit  ion  of  Hyrt  I  t  hat  t  he  blood-vessels  of  t  he 
labyrinth  form  a  closed  system  dues  net  hold  true  for  the 
labyrinth  of  the  calf .  At  a  number  of  places  t  he  ramifi- 
cations of  the  labyrinthine  artery  send  branches  oul  into 
the  capsule.  The  places  are  chiefly  around  the  base  of  the 
cochlea  and  around  the  vestibule.  In  one  place,  the  dis- 
tal end  of  the  cms  commune,  an  artery  from  the  capsule 
penet  rates  the  endosteuni  and  sends  bra  indies  to  the  mem- 
branous canals. 

'2.  In  regard  to  the  question  of  anastomosis  between 
the  blood-vessels  of  the  cavum  tympani  and  t  hose  of  the 
labyrinth,  such  communications  do  exist  apparently  in 
the  ear  of  thecal!'.  The  part  of  the  capsule  of  the  laby- 
rinth between  the  vestibule  and  the  basal  coil,  the  region 
which  lies  in  front  of  the  fenestra  vestibuli,  is  well 
supplied  by  branches  of  arteries  from  the  labryinth  from 
three  distinct  sources;  first,  branches  from  the  arteries  in 
the  meatus  acusticus  interims;  second,  vessels  arching 
over  the  anterior  surface  of  the  vestibule ;  third,  a  large 
artery  lying  in  the  endosteuni  of  the  scala  tympani  in  the 
distal  third  of  the  basal  coil. 

Since  the  blood-vessels  in  the  mucosa  of  the  tympanum 
penetrate  freely  the  parts  of  the  capsule  forming  the  inner 
wall  of  t  he  cavum  tympani,  it  is  quite  evident  that  in  the 
calf,  at  least  communications  between  the  blood  vessels  of 
the  cavum  tympani  ami  those  of  the  labyrinth  do  exist. 


COLLODION.  ITS  USE  WHEN  THE  MEMBRANA 
TYMPANI  AND  MALLEAL  LIGAMENTS  ARE  RE- 
LAXED. 


W.  Sohier  l>i; yant,  M.  D.,  New  York,  N.  Y. 

Since  the  publication  <>f  McKeown's  classical  paper, 
"The  Application  of  Simple  Collodion  to  the  Membrana 
Tympani  in  the  Treatment  of  Various  Diseases  of  the 
Ear",  (British  .Medical  .Journal,  L879,  page  1013)  very 
little  lias  been  added  to  the  experiences  which  he  relates. 
He  reports  two  typical  cases  of  uneven  depression  of  the 
drum  membrane  behind  the  malleus  which  bulge  after 
inflation.  These  show  marked  improvement  in  hearing 
after  the  application  of  collodion.  McKeown  goes  on  to 
say  that  he  has  used  collodion  with  good  results  in  some 
cases  of  adhesion  of  the  malleus  and  drum  membrane,— 
indrawn  drum  membrane,  —  irregular  depressed  drum 
membrane,  and  membranes  that  flapped  on  intlat  ion.  Im- 
provement followed  in  most  cases.  He  has  noted  one  un- 
toward result,  an  instance  of  rupture  of  the  drum  mem- 
brane by  the  collodion. 

Chevanne  in  ha  Presse  Oto-Laryngologicale  Belgique, 
L904,  page  416,  reports  a  case  of  spontaneous  rupture  of 
the  drum  membrane  in  acute  otitis,  several  months  after 
the  application  of  the  collodion.  The  symptoms  were 
doubtlessly  aggravated  by  the  increased  resistance  offered 
by  the  collodion  which  still  remained  in  the  ear. 

Instigated  by  Dr.  C.J.  Blake  I  have  tried  contractile 
collodion  in  two  classes  of  cases. 

Class  I.  Relaxed  posterior  upper  segment  of  the  mem- 
brana tympani,  a  very  common  condition. 

('hiss  II.  Laxity  of  the  malleal  ligaments,  especially 
with  the  lnalleo-incudo-tympanic. 
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Iii  lioth  classes  of  cases  some  benefit  was  noted. 

The  etiology  in  both  conditions  is  similar,  and  fchey  may 
be  Pound  co-existing.  Class  I  is  a  very  numerous  one 
since  its  etiological  factor  is  still  often  operative  though 
not  so  much  so  as  formerly.  (Mass  II  is  much  more  rare. 
Both  classes  of  cases  are  due  to  over-inflation  and  usually 
follow  over-treatment.  But  the  same  condition  may  also 
he  brought  about  by  the  patient  inflating  the  tympanum 
during  frequent  and  forcible  acts  of  blowing  the  nose. 

When  the  drum  membrane  is  naturally  weak,  or  when 
the  reflux  of  aii-  through  the  Eustachian  tube  after  infla- 
tion is  much  interfered  with,  the  too  frequent  act  of 
inflation  w  ill  constantly  keep  too  high  a  pressure  on  the 
inner  side1  of  the  drum  membrane,  which  in  time  will 
cause  the  drumhead  to  yield  at  its  weakest  point.  When 
the  exciting  cause  is  extremely  active  the  tensor  tympani 
seems  to  he  paralyzed  and  the  malleus  is  pushed  outward 
with  the  drumhead  and  finally  the  ligaments  holding 
these  ossicles  in  place  become  stretched  beyond  their 
power  of  recovery.  Other  cases  arise  when  there  is  very 
little  resistance  to  the  reflux  of  air  offered  by  the  Eusta- 
chian tube  after  inflation,  when  the  poor  condition  and 
nutrition  of  the  drum  membrane  cause  it  to  yield  with 
abnormal  case  to  the  increased  intratympani  tension. 
This  laxity  interferes  more  or  less  markedly  with  the 
acoustics  balance  resulting  in  a  loss  of  sound  transmission, 
which  is  still  further  diminished  by  the  lessening  of  the 
sound  receptive  power  of  the  drum  membrane  due  to  a 
decrease  of  its  vibratory  power. 

The  diagnosis  is  easily  made  if  the  ear  is  inspected  dur- 
ing or  immediately  after  inflation.  The  changed  position 
of  the  malleus  handle  and  short  process,  when  they  have 
been  moved  bodily  outward  while  the  ligaments  are  lax, 
can  easily  be  recognized,  especially  if  they  are  under  in- 
spection during  the  act  of  inflation.  The  hyper-convexity 
of  the  posterior  superior  quadrant  of  the  drum  membrane 
usually  surmounted  by  a  supernumerary  light  reflex  is  an 
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indication  of  the  laxity  of  this  portion  of  the  drum  mem- 
brane. Dr.  E.  A.  Crockett  tells  me  that  he  has  often 
noted  that  musicians  with  this  affection  are  annoyed  by 
perceiving  a  difference  in  pitch  of  a  single  note,  the  pitch 
varying  with  the  ear  which  perceived  it. 

ETIOLOGY. 

These  cases  depend  for  their  cause  on  the  over-stretch- 
ing of  the  fibrous  layer  of  the  drumhead  due — 

I.  To  more  or  less  narrowing  of  the  Eustachian  tube 
(stricture). 

II.  To  frequent  inflation  of  the  tympanum. 

III.  To  a  drumhead  which  is  unable  to  withstand  the 
increased  internal  tension  caused  by  the  impeded  reflux 
of  air  after  inflation. 

Intertyrapanic  vacuum  does  not  appear  to  be  related 
to  the  causes  of  this  affliction. 

DIAGNOSIS  OF  CLASS  I. 

As  will  be  seen,  the  hearing  in  these  cases  is  very  like- 
ly to  improve  while  the  drum  membrane  is  kept  tense  by 
the  aid  of  inflation,  the  improvement  being  only  moment- 
ary or  of  brief  duration.  On  inflation,  the  posterior 
superior  segment  of  the  membrane  is  seen  to  bulge  for- 
ward more  than  the  rest  of  the  membrane  and  usually  a 
supernumerary  light  reflex  appears  near  the  periphery  of 
this  segment.  The  presence  of  the  supernumerary  light 
reflex  is  pathognomonic  of  this  lesion  of  the  drumhead. 

DIAGNOSIS  OF  CLASS  II. 

During  the  act  of  inflation  the  whole  membrane  will  be 
seen  to  move  outward  together  with  the  handle  and  short 
process  of  1  he  malleus. 
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PROGNOSIS. 

In  most  cases  where  care  is  used  in  I  he  applical  ion  of  a 
collodion  splint,  the  hearing  distance  is  at  once  increased. 
In  some  cases,  however,  the  hearing  distance  is  at  first 
slightly  diminished,  and  does  not  increase  until  the  col- 
lodion has  separated  from  the  drum  membrane,  which  may 
require  six  or  eighl  weeks,  or  even  longer.  The  tension 
of  the  ligament  and  drum  membrane  tends  slowly  to  re- 
turn, [f  the  treatment  is  continued  for  a  period  of  from 
six  months  to  a  year,  t  lie  results  are  permanent,  provided 
the  exciting  cause  is  abolished. 

Prognosis  of  the  relaxation  when  neglected  is  very  had 
as  long  as  the  exciting  cause  is  operative.  The  tendency 
is  for  the  condition  to  increase.  It'  the  exciting  cause  is 
removed,  the  improvement  if  any,  is  extremely  slow. 
When  the  drum  membrane  is  protected  by  the  collodion, 
the  tension  gradually  improves,  and  the  length  of  time 
required  for  its  entire  recovery  depends  upon  its  nutri- 
tion and  the  degree  of  laxity. 

TREATMENT. 

I.  Avoid  t  he  exciting  cause,  inflation. 

II.  Apply  a  collodion  splint  to  the  relaxed  portion  of 
the  drumhead. 

III.  Make  the  Eustachian  tube  patulous  if  it  is  not 
already  so. 

Collodion  is  painted  upon  the  drum  membrane,  the  area 
to  lie  covered  depending  upon  the  conditions.  If  the 
ligaments  are  relaxed  the  whole  upper  half  of  the  drum 
membrane  should  be  coated.  Where  the  relaxed  area  is 
confined  to  the  upper  superior  segment  the  collodion 
should  be  applied  only  to  this  region.  The  amount  of 
collodion  applied  should  be  carefully  gauged  to  avoid 
seriously  inconveniencing  the  patient  or  causing  any 
damage  to  the  drumhead. 
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DANGERS. 

Discomfort  or  pain  may  be  due  fco  the  contraction  of  a 
too  abundant  application  of  collodion.  Rupture  of  the 
membrane  was  noted  by  McKeown.  The  increased 
resistance  of  the  membrane  due  to  the  collodion  may 
seriously  complicate  an  intercurrent,  untreated  middle 
ear  inflammation.  The  increased  weight  and  stiffness  of 
the  drumhead  with  the  collodion  may  diminish  the  hear- 
ing temporarily. 

Case  I.  Rev.  Mr.  X.  26  years  old,  in  good  healt  h,  noted 
deterioration  of  hearing  in  left  ear.  Upon  examination 
the  nose  and  throat  were  found  normal.  The  left  drum 
membrane  was  slightly  retracted,  and  very  transparent. 
He  complained  of  a  slight  tinnitus  and  occasionally  a 
buzzing  in  the  ear. 

Valsalva  inflation  was  slightly  retarded  and  showed 
bulging  of  posterior  superior  quadrant  of  the  membrane 
with  a  supernumerary  light  reflex  on  the  periphery.  Air 
conduction  slightly  decreased  with  some  loss  of  low  tones. 
Hone  conduct  ion  slightly  inceased,  tuning  fork  on  vertex 
lateralized  to  the  left.  Watch  heard  at  distance  of  six 
feet.  On  application  of  collodion  distance  immediately 
increased  to  ten  feet.  Next  visit,  watch  heard  at  fifteen 
feet  after  application  of  collodion.  Third  visit,  heard 
watch  twenty  feet,  after  further  application  of  collodion 
heard  it  thirty  feet.  1'atient  was  then  satisfied,  as  he 
heard  watch  only  twenty-five  feet  with  the  other  ear. 

In  two  months  the  patient  re-appeared  with  same  com- 
plaint of  diminution  of  hearing  in  left  ear  following  cold 
in  the  head.  Heard  watch  four  feet  with  the  left  ear, 
and  twenty  feet  with  the  right  ear.  Valsalva  inflation 
slow  in  both  ears  and  showed  over  distension  of  the  left 
drum  membrane  as  before.  Complained  al  this  time  of  a 
decrease  of  hearing  in  right  ear  as  well  as  the  left. 
Application  of  collodion  increased  hearing  ill  left  ear  to 
live  feet,  another  application  brought  it  up  to  twenty 
feet. 
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A  month  later  patient  appeared  with  another  cold  and 
the  usual  symptoms  in  the  left  ear.  Tuning  fork  strongly 
lateralized  to  the  left.  Left  tube  abnormally  patulous. 
Valsalva  on  right  was  very  difficult.  Patient  said  left- 
ear  felt  clogged  but  the  right  one  felt  like  a  hole.  Col- 
lodion applied  to  the  left  drum  membrane  made  this  ear 
feel  like  a  hole  too,  and  hearing  was  increased  to  thirty- 
six  feet  immediately.  Since  that  time  patient  has  retain- 
ed his  normal  hearing  witli  the  exception  of  two  similar 
attacks  about  a  month  apart. 

Case  II.  Business  man  41  years  old.  Patient  had 
previously  had  treatment  many  years  for  the  ears  and 
nose.  On  first  examination  heard  acoumeter  six  inches 
in  left  ear.  Heard  better  during  noise.  One  application 
of  collodion  increased  distance  to  thirty-two  inches. 
Drum  membrane  of  left  ear  showed  over  distension  with 
supernumerary  lightreflex  on  superior  p  isterior  quadrant. 
Valsalva  slow,  membrana  tympani  very  thin. 

Case  III.  Business  man  43  years  old.  Total  deafness 
in  right  ear  following  suppuration.  History  of  long 
standing  deafness  in  left  ear  from  nose  pharyngeal  trouble. 
This  case  remarkable  on  account  patient  experiencing  no 
tinnitus.  Inspection  showed  the  presence  of  an  adhesive 
process  in  left  ear.  The  left  tube  was  patulous.  Val- 
salva inflated  very  easily  ami  reflux  of  air  not  interfered 
with.  During  the  inflation  the  posterior  superior  segment 
of  the  membrana  tympani  was  seen  bulging  forward  with 
a  light  reflex  on  its  convexity.  Acoumeter  heard  at  seven 
inches. 

Collodion  was  applied  over  the  bulging  area  at  intervals 
for  six  visits.  Hearing  improved  gradually  until  the  last 
observation  eight  weeks  after  the  first  one  which  gave 
the  result  of  hearing  the  acoumeter  at  forty-two  inches. 
Several  observations  were  made  previous  to  the  treatment 
showing  that-  the  hearing  increased  one  hundred  per  cent, 
when  the  membrane  was  tense  during  inflation. 

Case  IV.  Society  lady,  came  from  Dr.  C.  J.  Blake  for 
continuation  of  treatment- instituted  by  him  and  returned 
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to  him  for  its  completion.  The  Left  oar  showed  relaxa- 
tion of  the  drum  membrane  superiorly  and  posteriorly,  on 
inflation.  There  was  a  supernumerary  light  reflex  along 
the  periphery  of  the  membrana  tympani.  Air  reflux 
slow.  On  the  eighth  of  February  patient  could  hear 
acoumeter  four  inches  in  the  left  ear.  Collodion  was 
applied  on  tour  occasions  and  on  March  first  the  acou- 
meter w  as  heard  thirty  inches. 

Case  V.  Woman  stenographer,  32  years  old.  History 
of  long  standing  deafness  and  tinnitus  with  much  treat- 
ment. The  Eustachian  tubes  were  previously  (dosed,  but 
had  been  permanently  opened  by  the  electric  bougie,  and 
at  time  of  my  first  examination  they  were  perfectly  free. 
Membranes  were  white  but  thin,  malleus  handle  slightly 
retracted,  and  light  reflex  small.  On  Valsalva  inflation 
the  upper  and  posterior  parts  of  the  membranes  bulged 
forward  carrying  the  short  process  of  the  malleus  with  it. 
The  hearing  was  very  much  increased  during  this  pro- 
cedure, but  immediately  went  back  to  usual  distance. 
The  patient  was  in  the  habit  of  inflating  her  ears  to 
enable  her  to  hear  ordinary  conversation.  Acoumeter 
was  heard  twenty-six  inches  in  right  ear.  After  collodion 
application  it  was  heard  forty-eight  inches.  In  the  left 
ear  the  acoumeter  was  heard  twenty-three  inches.  Dur- 
ing Valsalva  inflation  it  increased  to  fifty-four  inches.  ( )n 
the  relaxation  of  the  tension  of  the  tympanum  it  imme- 
diately fell  to  the  former  distance.  After  the  applica- 
tion of  collodion  it  rose  to  seventy-two  inches. 

This  case  belongs  in  Class  II  because  it  has  relaxed 
ligaments. 

CONCLUSIONS. 

When  the  Eutachian  tube  is  not  perfectly  patulous  there 
is  a  possibility  of  overcoming  the  nat ural  elasticity  of  the 
drum  membrane  by  too  frequent  inflation,  which  may  even 
also  cause  laxity  of  the  ossicular  ligaments. 
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Treat  hum  it  of  this  condition  by  the  use  of  collodion  offers 
an  encouraging  prognosis. 

Untreated,  the  condition  has  little  tendency  to  sponta- 
neous cure  hut  rather  to  an  increased  defect. 

DISCUSSION. 

Dr.  Crockett: — The  condition  of  loose,  napping  mem- 
brane, referred  to  by  Dr.  Bryant,  is  a  fairly  common  one 
and  is  very  readily  relieved  by  patching  the  drum  with 
paper,  or  painting  it  with  collodion.  I  think  the  collodion 
oilers  the  best  means  of  treatment  in  such  a  case.    In  the 

much  relaxed  cicatrices  it  does  not  seem  to  give  such  g  1 

results.  They  arc  apt  to  be  due  to  faulty  treatment, or {  > 
naso-pharyngeal  conditions  which  must  be  corrected  first. 
The  most  favorable  class  of  cases  for  its  use  seem  to  be 
those  of  simple  relaxed  conditions  of  the  posterior  seg- 
ment where  a  few  applications  are  apt  to  be  followed  by 
permanent  results.  Wherever  the  nasal  lesion  is  the 
causative  factor  nothing  more  than  a  temporary  improve- 
ment can  be  expected  from  any  ear  treatment. 

Dr.  Bacon: — 1  should  like  to  ask  Dr.  Bryant  if  the  re- 
sults were  permanent?  Did  I  understand  him  to  say  that 
permanent  results  would  be  obtained  in  this  way?  How 
long  does  the  improvement  last? 

Dr.  Duel: — 1  have  been  helped  by  the  Siegle  otoscope 
in  determining  the  point  at  which  the  weakness  of  the 
drum  has  taken  place,  and,  after  applying  the  collodion, 
in  determining  if  the  proper  thickness  has  been  put  on. 
In  some  cases  the  area  still  bulges  out,  and  requires  au- 
nt her  layer  of  collodion. 

Dr.  Randall: — I  think  Dr.  Duel's  remark  with  regard 
to  the  Siegle  otoscope  very  well  made;  I  seldom  use  any 
other  otoscope.  In  my  experience  reinforcing  the  collo- 
dion with  a  little  cotton  is  an  aid  sometimes,  which 
enhances  t  he  value  of  the  application.  I  have  had  very 
good  and  very  lasting  results ;  whether  permanent  or  not 
1  cannot  say. 
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Dr.  Bryant: — In  reply  to  Dr.  Bacon,  I  meant  by  per- 
manency that  the  elasticity  would  be  restored  to  the  tym- 
panic membrane  and  unless  something  occurs  later  on  to 
cause  its  loss  again,  the  result  is  permanent. 

In  regard  to  the  use  of  the  Siegel  otoscope  I  usually  do 
not  use  it  because  I  find  that  with  Yalsalvan  inflation, 
without  it,  I  can  make  the  observations  I  wish. 


DEAF-MUTISM   AND  PTOMAINE  POISON IN( I. 


VV.  SOHIER  Bryant,  A.  M.,  M.  D.,  New  York,  X.  Y. 

The  causes  oi'  deaf-mut  ism  arc  often  obscure.  Any 
elucidation  of  these  difficult  cases  should  he  of  general 
interest.  These  cases  also  suggesl  the  possible  origin  of 
certain  other  obscure  nervous  and  mental  conditions. 

Our  firs!  patient  was  a  girl,  two  years  and  seven  months 
old  at  the  time  of  the  poisoning.  Her  previous  history 
was  given  by  her  father  and  mother  and  confirmed  by  her 
doctor  and  others.  She  was  well,  lively,  talkative,  very 
bright,  and  played  like  other  children.  One  year  pre- 
viously she  had  had  an  attack  of  doubtful  measles.  Her 
family  history  was  negative.  She  was  an  only  child. 
Her  parents  had  been  married  live  years.  By  a  previous 
marriage  the  father  had  several  other  children  who  were 
grown  up. 

<  )n  March  23,  1903,  the  patient  was  taken  sick  after  eat- 
ing ice-cream  which  was  bought  of  a  street  vendor.  She 
had  high  fever,  and  on  the  next  day  was  taken  to  the 
German  Hospital,  Brooklyn.  Her  hospital  record  was  as 
follows:  pulse  124;  respiration  28 ;  temperature  1<>]  fa; 
diagnosis,  acute  gastroenteritis,  and  later,  ptomaine 
poisoning;  treatment,  spirits  of  turpentine.  On  March 
25th,  the  urine  was  normal  and  the  temperature  102 fV 

On  her  return  home,  after  four  days,  she  did  not  w  alk 
well.  At  first  her  legs  seemed  "partially  paralyzed." 
For  six  weeks  she  staggered  and  grasped  at  objects  to 
steady  herself.  She  had  difficulty  in  drinking  and  had 
spasms  of  either  one  side  or  the  other  of  the  face.  By 
signs  she  showed  discomfort  or  pain  in  the  head.  Her 
father. first  noticed  her  deafness  about  one  week  after  the 
poisoning.    The  deafness  was  total  when  first  noticed. 
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About  one  month  before  I  saw  the  patient  she  was  oper- 
ated upon  for  adenoids.  When  examined  May  5th,  she 
spoke  no  words,  but  made  inarticulate  sounds  and  signs. 
She  was  pale  and  sallow,  and  fairly  well-nourished.  All 
her  teeth  were  present,  and  well-formed.  There  were 
no  signs  of  rickets;  no  lymphnodes  enlarged.  The  alae 
nasi  were  slightly  excoriated.  Nasal  breathing.  kShe 
looked  drowsy,  and  appeared  fretful,  timid  and  suspicions. 
She  walked  unsteadily,  with  feet  far  apart.  There  was 
no  atrophy  of  the  muscles  nor  any  evidence  of  paralysis. 

The  ear  showed  nothing  peculiar  about  the  auricle  or 
external  meatus.  Both  drumheads  were  slightly  re- 
tracted. The  light  reflexes  were  small  and  bright.  The 
color  of  the  membrane  was  slightly  darker  than  the  nor- 
mal color.  The  child  appeared  to  hear  no  sounds  and  did 
not  respond  to  any  noise,  but  noticed  quickly  a  loud  knock 
on  the  floor,  or  a  jar  sufficient  to  shake  the  room. 

On  the  18th  of  July,  the  condition  of  the  ears  w  as  unim- 
proved. The  child  was  fretful.  Her  physical  condition 
was  not  quite  so  good  as  before.  Although  her  general 
condition  was  still  poor  on  August  I (5th,  there  was  some 
improvement.  The  right  drumhead  was  dark.  There 
was  no  light  reflex.  Nasal  breathing.  The  pharynx  was 
anaemic,  but  otherwise  normal.  The  treatment  pre- 
scribed was  four  grains  of  iodide  of  potassium,  three  times 
daily.  April  10,  1905,  the  condition  of  the  child  is  practi- 
cally unchanged. 


DIAGNOSIS. 

The  association  of  the  paretic  symptoms  with  the  gastro- 
enteritis which  preceded  them  indicates  their  toxic 
origin,  and,  together  w  ith  the  history  of  the  street  ice 
cream,  furnish  evidence  that  the  poison  must  have  been 
some  ptomaine. 
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SECOND  CASE. 

Ill  the  second  case  under  consideration,  the  data  are 
few  but  suggestive.  The  patient  was  a  boy,  two  and  one 
half  years  old.  Seven  weeks  before  I  saw  him,  he  had 
an  attack  which  his  parents  described  as  "('ever.'1  No 
doctor  was  called.  For  four  weeks  after  this  attack  the 
child  could  not  walk  and  he  did  not  hear  for  some  time. 
He  now  hears  only  a  very  loud  voice.  Inspection  of  the 
ears  showed  no  abnormality. 

1  find  the  literature  on  this  subject  very  scarce  and  have 
attempted  to  fill  the  gap  by  using  the  literature  on  eye 
affections  which  follow  ptomaine  poisoning.  It  does  not 
seem  too  far-fetched  to  draw  an  analogy  between  the 
a  M  eet  ions  of  t  he  visual  and  t  hose  of  the  auditory  mechan- 
ism. It  seems  sufficiently  reasonable  that  the  changes  in 
the  two  sensory  nervous  systems  occurring  from  the  same 
poison  are  practically  identical  in  their  pathological 
changes.  For  this  reason  I  have  taken  the  liberty  of 
quoting  from  authors  writing  on  the  subject  of  ptomaine 
poisoning  with  eye  symptoms.  I  am  especially  indebted 
to  Ritzke43. 

In  INI  7  Justinnus  Kerner  described  eye  symptoms  in 
Botulismus,  but  mistook  it  firsl  for  trichinosis.  Since 
this  lime  many  authors  have  written  on  disturbances  of 
vision  from  ptomaine  poison.  The  cases  described  were 
produced  by  many  varieties  of  food,  meat,  lish,  fresh  or 
preserved,  and  dairy  products,  etc.  The  symptoms  refer- 
able to  the  eye  begin  some  time  after  the  onset  of  the 
symptoms  of  poisoning.  The  symptoms  are  both  motor 
and  sensory.  The  eye  symptoms  are  mydriasis,  decrease 
of  vision,  ptosis  and  defective  accommodation.  Most  of 
the  cases  with  eye  symptoms  soon  get  well.  The  rest,  a 
very  small  number,  die. 

It  will  be  observed  that  the  affections  of  the  eye  were 
bi-lateral.  The  eye  symptoms  were  what  caused  the  pa- 
t  ient  to  seek  medical  assistance.    They  came  on  later  than 
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the  other  symptoms  of  poisoning,  in  from  1 ,  8,  9  to  1<>  days. 
They  were  usually  troubles  of  accommodation.  In  one 
case  only,  the  latter  were  not  present .  1'aralysis  of  accom- 
modation was  often  the  only  eye  symptom.  This  is  the 
earliest  symptom,  and  next  appears  the  paralysis  of  the 
external  rectus.  As  a  rule,  the  degree  of  the  paralysis 
is  in  proportion  to  the  severity  of  the  poisoning.  Pupil- 
ary paralysis  is  less  noticeable  except  in  severe  poisoning. 
Ptosis  is  the  most  frequent  paralysis  of  the  extrinsic 
muscles.  ( me  case  of  decreased  vision  was  noted.  ( !ohn9 
noted  amblyopia;  Guttman- 5  found  the  eye  grounds 
changed,  hyperaemia  of  the  papillae.  Around  the  optic 
disc,  the  retina  was  grey  and  altered.  Ruge41  and 
Pfluger28  mention  conjunctivitis,  keratitis,  panophthal- 
mitis and  phthisis  of  the  balb. 

Dr.  ( !.  S.  Bull  will  report  cases  of  chorordits  before  t  he 
American  Ophtholmologica]  Society. 

The  prognosis  is  good  for  a  complete  cure,  in  from  two 
days  to  eight  weeks. 

The  accommodation  paralysis  which  appeared  first,  dis- 
appeared last. 

The  symptoms  are  considered  very  similar  to  atropine 
poisoning,  hut  differ  in  this  respect  that  atropine  in  small 
doses  affects  lirst  the  pupil,  and  in  large  doses  accommo- 
dation, whereas  the  sequence  is  reversed  it  ptomaine 
poisoning. 

Bacteriology  and  Toxicology.  Van  Ermengen  (31 )  dis- 
covered the  Bacillus  botulinus  in  the  spleen  of  patients 
who  had  eaten  ham.  He  also  found  it  in  the  ham.  It 
appears  that  a  specific  toxin  is  produced  by  this  bacte- 
rium. When  used  experimentally,  on  animals,  this  toxin 
produces  hlepharoptosis,  mydriasis,  diplopia,  dysphagia 
even  to  aphagia,  obstipation  and  retension  of  urine.  The 
oilier  form  of  ptomaine  poisoning  is  attributable  to 
Proteus  and  Coli  bacilli  and  Bacillus  enteritides  (Gartner). 
The  occurrence  of  early  symptoms  indicates  1  hat  the  poison 
was  present   before  ingestion.     Marinesco32  experiment- 
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ed  on  the  action  of  Bacillus  botulinus  on  the  nervous 

system.    It  caused  cellular  degenerati        firsl  of  Nisslers 

cells  which  became  fewer  with  an  increase  of  neuroglia. 
Kempner  &  Pollack33  Pound  that  degeneration  seemed 
to  attack  individual  cells  at  first. 

Tscherny si-hew ' 7  found  on  autopsy  following  death 
from  lish  poisoning,  changes  in  the  ganglion  cells  most 
marked  in   the  medulla  and  least  so  in  the  cerebellum, 

Romer  and  Stein42  studied  the  (diced  of  ptomaine 
poisoning  on  the  brains  of  monkeys.  They  found  changes 
in  the  oculomotor  nuclei  and  the  degeneration  most 
marked  in  the  cells  which  Bernheimer  considered  the 
accommodation  centre.  Nuclei  in  the  neighborhood  of 
the  aquaducl  of  Sylvius  were  also  affected.  Romer  and 
Stein  concluded  that  the  accommodation  paralysis  of 
ptomaine  poison  originated  in  a  degeneral  ion  of  the  ocular 
motor  nuclear  centres,  and  that  it  was  caused  by  direct 
action  of  t he  ptomaine  toxin. 

Ritzke43  concluded  from  a  study  of  64  cases  that  the 
symptoms  confirm  the  theory  that  the  nuclei  are  the 
point  of  origin  of  the  accommodation  paralysis. 

Neuritis  can  be  caused  in  its  various  forms  and  locations 
by  intoxication.  Wittmaach44  in  his  article  on  the 
toxic  neuritis  of  the  auditory  nerve  and  ganglia  reports  a 
case  of  general  intoxication  with  auditory  neuritis.  He 
states  (1)  that  auditory  neuritis  is  analogous  to  optic 
neuritis  and  that  their  etiology  is  the  same;  (2)  that  the 
clinical  symptoms  and  pathological  anatomy  are  analogous. 
Unfortunately,  ptomaine  poisoning  ( Wurstvergiftung)  is 
not  one  of  the  poisons  he  mentions. 

Though  there  is  such  a  scarcity  of  literature  on  our 
subject,  a  fair  analogy  can  he  draw  n  between  the  effects 
on  the  auditory  and  those  on  the  visual  motor  systems. 
This  enables  us  to  picture  the  changes  occurring  in  the 
organ  of  hearing  after  ptomaine  poisoning. 

We  have  a  clinical  case  of  what  appears  to  he  auditory 
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neuritis  of  toxic  origin,  and  also  toxic  degeneration  of  the 
speech  centres.  The  prognosis  is  had  as  no  improvement 
lias  yet  appeared. 

Our  case  suggests  the  possibility  that  some  of  the  cases 
classified  under  Meniere's  disease  may  he  in  reality  neuri- 
tis of  the  auditory  nerve  and  of  toxic  origin,  possibly 
ptomaine.  We  can  also  infer  that  ptomaine  poisoning 
may  sometimes  he  the  source  of  deaf-mutism  and  of 
deficient  mental  development  as  well  as  of  various  kinds 
of  paralysis  of  obscure  origin. 

It  is  probable  that  ear  affections  following  ptomaine 
poisoning  will  he  found  more  numerous  when  we  are  on 
the  lookout  for  them  as  it  is  not  likely  this  poison  is  es- 
pecially discriminating  in  its  action  in  favor  of  the  audi- 
tory nervous  system  and  selective  of  the  visual  system. 

It  is  reasonable  to  suppose  that  acute  deafness  and  . 
vertigo  in  this  case  following  closely  on  ptomaine  poison- 
ing were  the  results  of  neuritis,  either  peripheral  or 
central,  consequent  to  the  intoxication.  The  aphasia 
must  he  accounted  for  by  some  central  degeneration.  The 
difficulty  in  deglutition  was  probably  due  to  the  involve- 
ment of  the  facial  nerve  together  with  the  auditory  which 
appears  more  probable  because  of  the  facial  spasms. 

In  lieu  of  an  autopsy,  we  may  use  the  findings  that  have 
been  published  in  eye  cases  of  ptomaine  poisoning. 
These  justify  the  inference  that  in  our  case  similar 
degenerative  changes  had  taken  place  in  the  auditory 
centres.  It  is  also  fair  to  suppose  that  the  auditory 
centres  were  affected,  together  with  the  speech  centres, 
as  is  shown  by  the  aphasia  present  with  the  deafness.  In 
addition  we  may  infer  that  the  disturbances  of  the  facial 
nerve  indicates  a  peripheral  neuritis  of  that  nerve,  in 
which  its  neighbor,  the  auditory  nerve,  was  probably 
also  involved. 
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DIFFERENTIAL  DIAGNOSIS. 

I.  Encephalitis  of  superlative  origin  can  be  excluded 
by  the  absence  of  the  history  and  of  a  focus  of  infection. 
Chromic  non-suppurative  inflammation  of  t  he  brain  is  ex- 
cluded by  an  acute  onset . 

II.  Atropine  poisoning  is  excluded  by  the  absence  of 
eye  symptoms  or  by  their  reversed  order. 

III.  Cerebral  hemorrhage  or  embolism  are  excluded 
on  the  ground  that  to  include  the  variety  of  symptoms 
seen,  the  symptoms  must  be  still  more  extensive  than  we 
find  in  our  cases. 

IV.  Cerebro-spinal  meningitis  is  excluded  by  the 
course  of  the  attack.  In  cerebro-spinal  meningitis,  the 
head  symptoms  are  early  predominant  and  spinal  irri- 
tation is  generally  noted.  In  ptomaine  poisoning,  w  hich 
is  usually  a  mixed  infection,  the  abdominal  symptoms  are 
most  marked  at  first,  and  the  cerehral  symptoms  develop 
gradually. 

Ptomaine  poisoning  is  generally  ushered  in  by  an  attack 
of  gastro-enteritis,  due  to  mixed  infection.  In  cerebro- 
spinal meningitis,  however,  the  first  symptoms  are  of 
rhinitis  and  the  cerebral  symptoms  appear  early.  In 
ptomaine  poisoning,  the  nervous  symptoms  appear  late, 
without  any  spinal  symptoms.  Ptomaine  poisoning  differs 
from  non-toxic  diseases  in  that  it  usually  affects  several 
individuals  of  a  party  simultaneously. 

V.  Acute  bulbular  paralysis  is  excluded  if  deglutition 
is  not  seriously  affected,  and  also  by  the  presence  of 
paralysis  of  some  of  the  anterior  cranial  nerves. 

CONCLUSIONS. 

Ptomaine  poisoning  or  Botulismus  is  caused  by  a  speci- 
fic Bacterium  botulinus,  which  produces  a  specific  poison, 
botulim.  This  toxin  has  a  special  selective  act  ion  in  the 
central  nervous  system,  giving  a  more  or  less  definite 
group  of  symptoms. 
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There  are  other  bacteria  which  cause  symptoms  of 
gastro-enteritis  usually  concerned  in  ptomaine  poisoning. 

The  diagnosis  can  be  based  on  the  history  of  the  case 
and  the  sequence  of  the  symptoms. 

Botulismus  may  very  possibly  be  the  cause  of  many  of 
the  paralyses  and  nervous  degeneration  of  obscure  origin, 
and  perhaps  in  some  cases,  the  primary  cause  of  arrested 
central  or  peripheral  nervous  development. 
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DISCUSSION. 

Dr.  Gruebting : — There  is  no  literature  on  the  subject 
and  I  do  not  think  this  adds  to  the  literature  or  opens  it. 
I  do  not  think  the  fact  that  a  child  has  taken  ice-cream 
and  has  an  otitis  the  day  following  shows  the  relation  of 
cause  and  effect.  The  doctor  lias  not  personally  observed 
the  case;  the  temperature  is  not  given;  the  history  is 
not  sufficient  to  base  the  diagnosis  of  ptomaine  poisoning 
on;  and,  the  analogies  taken  do  not  hold  good  in  this 
case.  1  am  not  convinced  that  this  is  total  deafness  from 
ptomaine  poisoning.  It  may  he  a  cast'  of  water-Jpiral 
meningitis. 

Dr.  Poolet: —  Both  Dr.  Gruening  and  myself,  as 
ophthalmologists,  know  how  common  eye  defects  as  a 
result  of  ptomaine  poisoningare  and  how  evanescent  they 
are.  There  is  dilatation  of  the  pupil  and  paralysis  of  the 
accommodation,  for  instance,  that  readily  clears  up.  An- 
other thing  to  he  thought  id'  is  the  character  of  the  food 
taken  by  birds,  for  instance,  in  poisoning  from  game.  A 
case  ol' that  kind  was  reported  some  years  ago  by  a  very 
distinguished  observer  where  the  patient  was  affected 
witli  peripheral  paralysis  and  eye  trouble  caused  by  eat- 
ing partridge  meat.  We  have  to  think  of  the  possibility 
of  a  drug  toxine  aside  from  the  ptomaine  poisoning. 
There  is  not  a  positive  case  made  out  here  from  the 
report  of  the  case,  or  from  the  analogies  drawn. 

Dr.  Bryant: — In  answer  to  the  remarks  that  have 
been  made  I  must,  of  course,  admit  that  it  is  not  a  con- 
clusive case,  lint  baring  bio-chemical  tests  and  an  autopsy 
I  do  not  see  that  there  is  anything  to  be  added.  There  is 
literature  on  this  subject. 


REPORT  OF  TWO  CASES  OF  OPERATION  FOK  THE 
RADICAL  CURE  OF  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA  COMPLICATED  BY  THE  PRES- 
ENCE IN  EACH  CASE  OF  A  GRANULATION 
(FALSE)  MEMBRANE,  ALMOST  OCCLUDING  THE 
EXTERNAL  AUDITORY  CANAL. 

Francis  R.  Packard,  M.  D.,  Philadelphia,  Pa. 

The  cases  which  I  report  seem  to  me  to  belong  to  a 
peculiar  class  which  in  almost  every  instance  demands 
imperatively  the  performance  of  the  radical  Staeke  oper- 
ation for  their  relief.  They  belong,  as  indicated  in  the 
title  of  my  paper,  to  the  group  of  cases  of  chronic  suppura- 
tive otitis  media  in  which  a  so-called  '''false'1  or  granula- 
tion membrane  has  formed  across  the  lumen  of  the 
external  auditory  canal,  whereby  free  drainage  is  inter- 
fered with.  I  believe  in  the  great  majority  of  these 
cases  the  suppuration  is  maintained  by  necrosed  bone  in 
the  middle  ear  or  mastoid,  and  that  the  destruction  of 
the  occluding  membrane  by  crucial  incisions,  cauteriza- 
tion or  the  use  of  tampons  is  futile.  The  only  measure 
promising  absolute  relief  lies  in  the  radical  operation. 

Case  I.  Hospital  number  7586,  aged  3?  years,  white, 
born  in  Roumania,  came  to  the  ear  dispensary  of  the 
Polyclinic  Hospital  in  September,  1902.  Family  and  per- 
sonal history  negative.  Five  months  previous  to  coining 
to  the  dispensary  he  had  scarlet  fever,  followed  by  diph- 
theria, and  one  month  after  recovery  from  the  latter 
disease,  by  an  attack  of  measles.  He  was  treated  during 
these  illnesses  in  the  Municipal  Hospital.  Ever  since  his 
return  home  from   that   institution   he   has  had  copious 
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purulent  discharge  from  both  oars;  otherwise  seems  per- 
fectly well.  The  discharge  was  most  effensive  ami  on 
examination  there  was  found  in  the  left  ear  a  large  mass 
of  granulations  covering  the  site  of  the  membrana  tym- 
pani,  ami  considerable  narrowing  of  the  external  auditory 
canal  due  to  bulging  forward  and  downward  of  the  poster- 
ior wall  of  the  canal.  The  membrana  tympani  on  the 
right  side  was  almost  completely  destroyed.  The  child's 
parents  consented  to  a  radical  operation  on  the  left  ear. 

lie  was  ail  m  it  ted  to  the  children's  ward  of  the  Polyclinic 
Hospital  and  on  October  13th,  1902  I  performed  a  Stacke 
operation  under  ether,  on  his  left  ear.  I  removed  a  large, 
loose  sequestrum  of  bone  nearly  one  inch  in  length  con- 
st it  uting  the  upper  posterior  portion  of  the  wall  of  the 
external  auditory  canal;  also  a  large  quantity  of  dead 
hone  in  the  immediate  vicinity  of  this  area.  An  iodoform 
gauze  pack  was  placed  in  the  canal  and  another  in  the 
postauricular  wound.  The  child  did  well  and  was  dis- 
charged on  the  28th  of  October,  the  L5th  day  after  opera- 
tion, with  instructions  to  return  to  the  dispensary  the 
following  day.  His  parents  did  not  bring  him  to  the 
dispensary  for  over  a  week  and  w  hen  they  did  the  canal 
was  found  full  of  pus  although  the  post-auricular  wound 
was  healed.  His  visitations  to  the  dispensary  were  sub- 
sequently very  irregular  and  about  six  months  after 
operation  he  was  discovered  to  have  a  granulation  mem- 
brane extending  across  his  left  external  auditory  canal. 
There  w  as  a  small  perforation  in  the  central  portion  from 
w  hich  ill-smelling  pus  welled  out  profusely.  I  was  con- 
vinced that  there  must  be  dead  bone  somewhere  in  the 
middle  ear,  or  behind  it,  which  caused  the  continuance  of 
the  discharge,  and  I  accordingly  urged  the  parents  to 
allow  me  to  again  perform  a  radical  operation  for  the 
relief  of  the  condition.  1  felt  that  the  mere  destruction 
of  the  cicatricial  membrane  would  not  be  getting  at  the 
root  of  the  matter  at  all.  To  this  they  did  not  consent 
until  November,  1904,  when  they  again  sent  him  into  the 
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Hospital.  On  November  2d,  L904  he  was  etherized  and  I 
performed  a  very  thorough  Stacke  operation.  There  w  as 
considerable  dead  hone  high  up  in  the  attic.  The  cica- 
tricial membrane  was  thoroughly  destroyed  and  the  canal 
wall  packed.  The  hoy  made  a  good  recovery.  On  his 
discharge  from  the  Hospital  he  this  time  returned  reg- 
ularly at  the  times  he  was  directed  to  to  the  dispensary. 
Before  the  second  operation  he  was  unable  to  hear  the 
whispered  voice.  He  now  hears  the  spoken  voice  very 
well  in  ordinary  conversation  and  can  distinctly  hear  a 
low  whisper  at  two  feet  from  his  ear. 

Case  II.  P.  N.,  aged  7  years,  w  hite,  the  son  of  Polish 
parents,  was  brought  to  the  ear  dispensary  of  the  Poly- 
clinic Hospital  in  March,  1905.  Forthree  years  his  left  ear 
had  been  discharging.  No  history  as  to  the  origin  of  his 
trouble  could  be  obtained.  He  had  been  treated  by  con- 
servative methods  in  several  different  dispensaries.  The 
child  has  a  most  peculiarly  shaped  head  very-dolico- 
cephalic.  His  parents  say  he  has  never  been  bright  and 
that  he  only  says  a  few  words  and  apparently  could  never 
be  taught  any  more.  There  was  a  profuse,  fetid,  pur- 
ulent discharge  pouring  from  the  left  ear.  On  moping 
out  the  canal  it  was  found  that  its  lumen  was  occluded 
about  one-half  inch  from  its  external  end  by  a  smooth 
glistening  membrane  having  a  perforation  the  size  of  a 
large  pinhead  in  its  upper  central  portion,  out  of  which 
pus  welled  continually.  The  parents  were  sure  no  opera- 
tion had  ever  been  done  on  his  ear.  I  decided,  as  in  the 
previous  case,  that  there  was  no  use  in  simply  destroying 
the  cicatricial  membrane,  and  therefore  admitted  the 
child  to  the  Polyclinic  Hospital. 

On  April  12,  1905,  under  ether  anesthesia,  [performeda 
Stacke  operation.  There  was  considerable  dead  bone  in 
the  middle  ear,  the  malleus  and  incus  both  showed  mark- 
ed necrosis,  and  there  was  a  large  focus  of  necrosed  bone 
in  the  mastoid.    The  cicatricial  membrane  was  located  at 
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about  the  junction  of  the  cartilagenous  and  bony  por- 
tions of  the  externa]  auditory  canal.  It  formed  a  hard, 
thick,  annular  band  in  the  wall  of  the  canal  from  which 
the  occluding  thinner  membranous  portion  sprang.  The 
hoy  made  an  uninterrupted  recovery  after  operation.  His 
ear  is  now  dry  and  the  post-auriculaT  wound  entirely 
healed.  There  is  also  a  very  noticeable  improvement  in 
his  hearing  capacity  although  it  has  never  Ween  possible 
to  make  any  very  accurate  measurement  of  it  either 
before  or  after  operation. 

As  stated  in  my  introductory  remarks,  these  cases,  to 
my  mind,  belong  to  a  class  in  which  the  radical  operation 
is  imperat  ively  demanded  for  t  he  cure  of  chronic  suppura- 
tive otitis  media.  The  latter  condition  could  not  he  sat- 
isfactorily treated  so  Long  as  the  membranous  occlusion  of 
the  external  auditory  canal  remained,  and  vice  versa,  the 
membrane  could  not  he  got  rid  of  as  Long  as  the  suppura- 
t  ion  coid  i lined  behind  it. 

DISCUSSION. 

Dr.  Dknch  : — This  paper  of  Dr.  Packard's  is  very  in- 
teresting. We  have  all  seen  a  number  of  cases  of  this 
kind.  I  can  recall  two  cases  seen  in  consultation  w  here 
the  only  obstacle  to  recovery  was  insufficient  drainage 
from  this  cause.  I  could  recognize  in  each,  exposed  bone 
at  the  bottom  of  the  canal.  In  the  process  of  granulation 
the  discharge  was  simply  dammed  back  by  a  narrow 
meatus.  Another  point  it  teaches  is  that  in  doing  the 
radical  operation  we  should  make  the  meatus  sufficiently 
wide  for  the  entire  fundus  of  the  canal  to  lie  seen  and  the 
dressing  carried  on  in  this  way.  I  have  seen  the  forma- 
tion of  granulation,  with  narrowing  of  the  canal,  as  a 
result  of  disease,  and  there,  of  course,  the  radical  opera- 
tion is  the  only  method  of  relieving  the  suppuration. 
There  is  in  certain  cases  a  formation  of  cicat  ricial  hands 
after  operation  and  it  is  worth  our  consideration  as  sur- 


RADICAL  CURB  OF  CHRONIC  SUPPURATIVE  OTITIS  MEDIA.  47 

geons  whether  we  can  always  avoid  this  and  whether  it 
is  necessary  to  do  a  secondary  operation.  My  own  opinion 
is  that  it  is  not.  The  condition  occurs  mostly  in  cases 
that  have  been  grafted  and  my  explanation  is  that  the 
graft  was  not  applied  thoroughly  to  the  walls  of  the 
cavity.  The  part  of  the  graft  applied  to  the  wall  became 
adherent  and  thus  supplied  vitality  enough  to  the  re- 
mainder to  form  a  septum  across  the  fundus.  In  these 
cases  it  has  never  been  necessary  to  do  a  secondary  op- 
eration in  my  experience.  When  I  first  saw  the  condition 
I  thought  the  operation  was  going  to  be  a  failure, 
but  I  could  not  detect  any  dead  bone  and  gradually  the 
partition  broke  down  and  the  cavity  assumed  a  normal 
appearance.  Provided  we  have  a  wide  meatus  and  a  sep- 
tum forms  in  the  upper  part  of  the  cavity  a  secondary 
operat  ion  will  not  be  required.  If  it  forms  as  a  result  of 
dead  hone  a  secondary  operation  is  always  necessary. 

Dr.  Bryant: — These  septa  that  occur  after  the  radical 
operation,  and  in  suppurative  conditions  of  the  ear,  are 
due  to  ulceration  followed  by  cicatricial  contraction. 

After  operation  the  dressings  should  be  applied  with 
special  care  to  avoid  undue  pressure  which  often  causes 
ulceration. 

Dr.  Kandall  : — I  have  had  some  very  satisfactory  re- 
sults where  I  did  not  do  the  radical  operation,  but  the 
one  which  occurs  to  me  at  the  moment  is  not  in  line  with 
Dr.  Packard's  observation  since  the  trouble  dated  from 
birth.  The  boy  was  twelve  years  old,  with  a  suppuration 
since  birth,  an  occasional  drop  (hiding  its  way  through 
the  membrane.  There  was  a  good  deal  of  purulency  in 
the  pharynx  which  appeared  to  come  from  the  ear.  The 
history  was  that  forceps  had  been  applied  in  eclampsia 
and  the  child's  ear  torn  oil'.  It  was  replaced  and  the 
canal  tamponed,  but  hastily  because  of  the  condition  of 
the  mother.  The  tampon  was  not  repeated  and  the 
child's  condition  neglected  for  that  of  the  mother.  The 
result  was  membranous  stenosis  that  had  lasted  until  the 


4S 


DISCUSSION. 


twelfth  year  and  for  which  1  operated.  The  operation 
gave  a  perfect  result.  The  tympanic  membrane  showed 
a  small  perforation  and  no  caries  present.  As  usual  a 
tube  or  other  tampon  had  to  be  worn  for  months  after 
apparent  cure. 

Dr.  Dench  : — Did  you  graft  the  edges  of  the  wound? 

Dr.  Randall  : — No,  1  grafted  the  llaps  against  the 
wall. 

Dr.  PACKARD: — The  (irst  case  taught  me  a  great  deal  of 
charity.  The  patient  left  the  hospital  against  my  wishes 
and  for  two  years  he  tracked  around  and  many  of  my 
colleagues  had  an  opportunity  probably  of  seeing  him.  It 
taught  me  a  lesson  as  to  failures  in  an  operation  of  that 
kind  and  I  was  glad  that  he  did  finally  come  hack  to  my 
hands  and  give  me  a  chance  to  straighten  him  out. 


OHRONIO  SUPPURATIVE  OTITIS  MEDIA,  ITS  RE- 
LATION TO  THE  SURGICAL  TREATMENT  OF 
POLYPI  AND  POST -NASAL  VEGETATIONS. 
BEARING  UPON  LIFE  INSURANCE. 

Hiram  Woods,  M.  D.,  Baltimore,  Md. 

I  desire  to  call  attention  briefly  to  three  aspects  of 
chronic  suppurative  otitis  media.  Two  of  them  have  ref- 
erence to  treatment;  the  third  to  what  may  possibly  be 
termed  its  economic  side.  First  :  The  importance  of 
thorough  diagnosis  before  determining  upon  operative  pro- 
cedures, having  for  their  object  the  removal  of  polypi  and 
granulation  tissue  in  the  tympanic  mucosa.  Among  the 
indications  for  tympanomastoid  exenteration  in  chronic 
suppurative  otitis  media  Politzer  mentions  recurrent 
polypi  in  the  middle  ear.  Grayson,  speaking  of  the  prog- 
nosis of  chronic  purulent  otitis  media,  says:  "When 
polypi  are  found  protruding  from  a  suppurative  and  cari- 
ous attic,  the  prospect  of  prompt  and  permanent  cure  is 
by  no  means  bright.  Without  a  resort  to  radical  meas- 
ures not  only  is  their  thorough  removal  a  matter  of  great 
difficulty,  if  not  impossibility,  but  even  after  their  par- 
tial removal  we  cannot  so  effectively  treat  their  bases  as 
to  assure  their  non-recurrence.'1  No  one  probably  would 
deny  the  general  justice  and  applicability  of  both  those 
statements:  yet  when  a  patient  comes  with  a  canal  par- 
tially occluded  by  a  polypoid  mass  accompanying  chronic 
otorrhea,  and  without  other  symptoms,  or  when  one  finds 
through  a  lost  drumhead  a  mucous  membrane  studded 
with  granulations  or  small  polypi,  he  would  probably  hesi- 
tate to  recommend  radical  procedures.  If  the  growths  are 
removed  and  persistently  return  he  has  Politzer's  indica- 
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tion.  If  he  can  trace  the  origin  of  the  polypi  to  caries 
in  the  tympanic  walls,  especially  the  attic,  he  lias,  with- 
out waiting  for  return  of  the  growth  after  removal,  the 
indication  given  by  Grayson.  Discovery  of  these  small 
necrotic  areas  before  the  polyp  is  removed  is  frequently 
a  matter  of  difficulty.  Its  removal,  on  the  other  hand, 
may  he  a  source  of  serious  danger.  There  have  occurred 
in  Baltimore  within  recent  years,  in  the  practice  of  two 
of  our  younger  aurists,  two  fatal  cases  following  such 
a  comparatively  simple  procedure  as  the  removal  of  a 
polyp.  A  description  of  one  has  been  given  me.  Briefly, 
it  is  that  a  child  with  chronic  suppurative  otitis  media 
had  a  large  polyp  in  the  canal  attached  to  one  of  the  walls 
of  the  typanic  cavity.  Probably  its  exact  attachment  was 
not  determined.  It  was  removed  by  the  snare  underchlo- 
roform  anest  hesia.  Two  days  later  there  was  a  chill,  fol- 
lowed by  symptoms  of  general  septic  infection,  ending  in 
fatal  meningitis.  The  second  case  I  saw  when  the  hoy  w  as 
dying  of  septicemia.  He  was  sixteen  years  old,  an  in- 
mate of  one  of  the  city  reformatories.  The  consultant 
aurist  of  this  institution  had  removed  a  polyp.  After  a 
day  or  two  this  hoy  had  had  a  chill,  violent  mastoid  pains, 
and  edema  at  the  tip  of  the  mastoid  extending  down  into 
the  neck.  Mastoid  operation  had  been  done,  and  later 
the  neck  explored,  and,  if  I  remember  correctly,  the  jugu- 
lar vein  ligated  by  one  of  our  general  surgeons.  The 
point  to  he  noted  is,  that  both  of  these  children  were  well 
save  for  their  chronic  otorrhea  before  operation,  and  were 
plunged  into  fatal  complications  by  an  operation  under- 
taken to  cure  them  of  otorrhea.  Save  for  the  fatal  result, 
I  have  had  a  similar  experience  myself.  A  hoy  six  years 
old  had  had  chronic  suppurative  otitis  media  since  his 
second  or  third  year,  a  polypoid  mass  filling  the  canal. 
It  could  he  pushed  aside  and  a  probe  passed  without 
trouble  to  the  annulus.  The  discharge  was  neither  abun- 
danl  nor  foetid.  On  the  third  day  after  evulsion,  the 
child  developed   high  temperature  and  mastoid  pains. 


CHRONIC  SUPPURATIVE  OTITIS  MEDIA. 


53 


TiKler  rest  and  conservative  treatment  they  subsided 
after  a  week,  the  pain  returning  in  the  course  of  a  fort- 
night. Mastoid  operation  was  done.  As  was  to  be  ex- 
pected, the  polypus  proved  only  the  index  of  extensive 
caries  in  t he  tympanic  and  mastoid  attic.  This  child  re- 
cov ered. 

In  such  cases  as  these,  unless  there  are  symptoms  point- 
ing to  the  need  of  mastoid  operation,  one  would  have  to 
assume  the  risk  in  primary  removal  of  the  polyp.  Yet 
these  observations  and  personal  experience  have  made 
me  very  anxious  for  several  days  whenever  1  have  had  a 
similar  case.  A  somewhat  different  question  presents 
itself  when,  with  extensive  loss  of  the  drum  membrane, 
we  find  small  polypoid  masses  and  granulations  upon  the 
tympanic  wall,  and  careful  use  of  the  exploring  probe 
does  not  show  caries.  The  temptation  to  remove  these 
small  masses  with  Buck's  curette  is  very  great.  I  have 
frequently  done  it  with  good  effect  and  without  mishap  ; 
but  at  other  times  I  have  felt  that  the  trauma  of  this  pro- 
cedure has  been  responsible  for  fresh  trouble.  After 
eurettement  and  the  application  of  one  of  the  numerous 
caustic  agents  to  the  base,  it  is  not  infrequent  to  observe 
swelling  of  the  tissues  with  increase  of  pain.  In  one 
patient,  a  few  years  ago,  there  were  symptoms  of  severe 
septic  infection  persisting  for  a  week  or  more.  It  is  not 
difficult  to  trace  the  course  of  events  in  such  cases. 
One  is  working  in  a  septic  cavity  which  he  cannot  possibly 
sterilize.  The  tissues  have  adapted  themselves,  so  to 
speak,  to  the  chronic  condition.  A  fresh  surgical  wound 
in  the  midst  of  this  infection  simply  opens  the  way  for 
general  sepsis.  In  the  treatment  of  such  granulations 
or  small  polyps  I  have  for  some  time  refrained  from 
the  use  of  the  curette  and  such  strong  caustics  as 
chromic  or  acetic  acid.  While  alcohol  or  the  50% 
nitrate  of  silver  solution  carefully  applied  are  slower  in 
their  action,  they  have  with  me  been  very  effective. 
Nor  do  they  do  any  harm.    The  question  is  not  one  that 
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can  be  settled  dogmatically,  and  cadi  man  w  ill  be  guided 
by  his  ow  n  experience.  Mine  is  decidedly  in  the  direc- 
tion of  treating  these  granulations  and  small  polyps  by 
other  than  surgical  means,  and  of  using  every  possible 
means  to  determine  the  condition  behind  large  growths 
before  their  removal. 

The  second  phase  of  chronic  suppurative  otitis  media, 
which  I  think  demands  careful  diagnosis  before  surgical 
procedure,  is  the  determination  of  t he  etiologic  relation  of 
post-nasal  vegetations  to  a  chronic  suppurative  otitis. 
No  one  w  ill  deny  that  they  are  frequently  the  cause  of 
chronic  ear  discharge;  yet  they  may  exist  in  children 
w  ho  are  suffering  from  chronic  suppurative  otitis  media 
due  to  other  causes.  Under  such  conditions  their  removal 
may  do  serious  damage.  Dr.  Buck,  in  his  article  upon 
chronic  suppuration  of  the  middle  ear  in  the  American 
Text-Book,  edited  by  De  Schweinitz  and  Randall,  gives 
an  admirable  description  of  the  suppuration  dependent 
upon  adenoids.  He  describes  it  as  follows:  "All  those 
cases  in  which  the  tympanic  membrane  is  usually  perfor- 
ated— somewhere  in  the  lower  half  and  in  which  no 
evidences  of  active  inflammatory  disturbances  are  discov- 
erable. The  discharge  is  scanty  and  free  from  any  un- 
pleasant odor.  It  is  sero-purulent  in  character  but  often 
has  some  admixture  of  mucus.  At  times  it  may  cease 
altogether  for  a  period  of  several  days  or  weeks.  Adults 
are  affected  less  frequently  than  children.1'  Dr.  Buck 
gives  as  the  cause  of  persistence  of  this  sort  of  discharge 
"a  lack  of  tone  in  the  blood  vessels  of  the  tympanic  mu- 
cous membrane."  He  adds  that  many  of  these  children 
have  a  depreciated  condition  of  the  general  health.  The 
cases  which,  according  to  Dr.  Buck,  originate  from  the 
presence  of  hypertrophied  lymphoid  tissue  in  the  vault  of 
the  pharynx,  differ  from  those  just  described  in  only 
essential  respect  :  the  discharge  consists  largely  of  ropy 
mucus.  Universal  experience  confirms,  I  believe,  these 
observations.    Such  otorrheas  are  intermittent  and  cause 
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no  serious  symptoms.  Deafness,  of  course,  is  increased 
when  discharge  is  present.  They  recover  only  when  the 
pharyngeal  condition  is  corrected.  I  have  had  two  expe- 
riences which  have  convinced  me  of  the  importance  of  re- 
fraining from  adenoid  operation  in  the  presence  of  chronic 
suppurative  otitis  media  not  due  to  the  adenoids.  Dr. 
Buck's  description  seems  to  make  this  diagnosis  easy. 
One  of  my  cases  was  a  little  girl,  twelve  years  old,  w  ho 
lived  in  one  of  the  counties  of  Maryland.  While  visiting 
Baltimore  she  contracted  scarlet  fever.  An  acute  sup- 
purative otitis  media  developed  during  its  course,  but 
subsided  after  a  fortnight  or  so.  Towards  the  close  of 
desquamation,  while  the  ear  was  dry,  the  adenoids  in  the 
child's  pharyngeal  vault  were  removed  by  a  competent 
Rhinologist.  At  that  time  I  should  have  done  the  same 
thing  had  I  been  asked.  The  reason  for  this  speedy  op- 
eration was  to  do  all  that  the  child  needed  before  she 
went  home.  Almost  immediately  after  the  operation 
there  was  severe  earache  followed  by  a  renewal  of  the 
discharge  and  mastoid  empyema,  for  which  I  operated. 
The  child  eventually  recovered.  The  second  case  oc- 
curred some  ten  years  ago  in  a  child  of  fourteen.  She 
was  three  weeks  over  measles,  during  which  time  she  had 
had  a  mild  suppurative  otitis  media.  There  was  still  a 
little  discharge.  I  removed  the  adenoids,  hoping  to  pro- 
mote the  cure  of  the  tympanic  condition.  Instead  of 
that,  I  aggravated  it.  There  was  severe  pain,  with 
rapid  increase  in  the  discharge,  further  loss  of  drum 
membrane,  and  development  of  a  chronic  otorrhea.  She 
has  remained  perfectly  well  save  for  the  discharge.  She 
told  me  a  few  weeks  ago  that  the  ear  still  discharged  oc- 
casionally but  otherwise  gave  her  no  trouble.  She  has 
had  no  other  treatment  than  home  cleaning.  I  have  on 
hand  now  a  case  which  illustrates  this  matter  very  well. 
A  little  boy,  six  years  old,  contracted  suppurative  otitis 
media  four  months  ago.  The  cause  I  cannot  determine, 
lie  has  extensive  loss  of  drum  membrane  with  a  polyp  at- 
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tached  to  the  anterior  surface  of  the  annulus.  lie  also 
lias  also  a  pharynx  full  of  adenoids.  I  determined  to 
treat  the  tympanic  condition  before  removing  the  ade- 
noids, because  of  the  experiences  mentioned  and  the 
statement  of  Dr.  Buck  that  active  inflammatory  disturb- 
ances in  the  tympanic  cavity  are  not  present  when  ade- 
noids stand  in  a  causative  relation  to  otitic  suppuration. 

I  have  brought  forward  these  somewhat  primary  con- 
siderations because  they  seem  to  me  an  essential  part  of 
(dean  aural  surgery.  Two  or  three  decades  ago  we  re- 
garded our  remedies  in  chronic  aural  suppuration  as 
chiefly  astringents  and  caustics.  As  we  learned  more  of 
the  role  of  infection  in  ear  diseases  and  antisepsis  in 
treatment,  we  realized  the  importance  of  thorough  drain- 
age, and  in  this  way  came  to  the  complete  so-called 
radical  operation.  But  without  this  operation  many  cases 
can  be  cured,  and  many,  that  cannot,  never  develop  such 
conditions  as  in  general  opinion  demand  exenteration  of 
the  aural  cavities.  It  is  in  this  middle  class  where  it  is 
easy  to  do  harm.  Operations  in  infected  areas,  without 
removing  the  entire  infected  focus,  may  do  no  harm  if  the 
tissues  have  sufficient  resisting  force  :  if  they  have  not, 
harm  follows.  We  trespass  on  this  doubtful  ground  when- 
ever small  operations  are  done  in  an  infected  tympanum, 
and  it  is  just  as  well  to  recognize  it.  To  make  a  fresh 
surgical  wound  in  the  naso-pharynx  while  the  tympanum 
is  in  a  state  of  infection,  or  very  soon  after  the  gross 
evidences  of  such  infection  have  disappeared,  is  to  violate 
the  rule  of  clean  surgery  which  tells  us  to  look  out  for  the 
condition  of  tissues  in  direct  continuity  with  the  operative 
field.  Nor  can  it  be  claimed  that  in  urging  the  use  of 
such  old  remedies  as  alcohol  and  the  silver  salts  in  these 
"'border-land'"  cases  one  is  abandoning  the  principle  of 
infection  as  the  cause  and  antisepsis  as  the  remedy  :  for 
it  is  known  that  the  good  results  of  such  remedies,  which 
were  formerly  ascribed  to  astringent  or  caustic  properties, 
are  really  due  in  the  main  to  germicidal  power. 
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Such  cases  as  arc  here  recorded  are,  doubtless,  rare. 
Certainly  is  this  the  case  with  the  accidents  following 
removal  of  adenoids.  1  am  satisfied  that  their  removal  in 
appropriate  cases  is  the  only  way  to  cure:  but  the  cause 
of  the  suppuration  and  condition  of  the  tympanic,  cavity 
demand  careful  study  before  operation.  Nor  is  it  neces- 
sary that  I  prolong  the  paper  by  enumerating  substitutes 
for  curettemenl  in  tympanic  granulations  farther  than  I 
have.    They  are  well  known. 

The  economic  aspect  of  chronic  suppurative  otitis 
media,  to  which  1  ask  a  moment's  attention  is  its  relation 
to  life  insurance.  As  is  known,  most  life  insurance  com- 
panies refuse  risks  upon  persons  with  chronic  ear  dis- 
charge. The  fact,  however,  seems  to  have  impressed 
some  of  the  companies  that  men  rejected  for  this  reason 
often  outlive  others  promptly  accepted;  and  they  are 
making  inquiries  now  and  then  regarding  the  risk  to  life 
which  follows  the  presence  of  such  an  aural  condition.  In 
the  absence  of  a  general  consensus  of  opinion,  the  fate  of 
an  applicant  will  depend  upon  the  mental  attitude  of  the 
medical  superintendent  of  the  company  and  the  diagnos- 
tic skill  of  the  examiner.  An  interesting  case  of  this 
kind  came  under  my  notice  a  few  years  ago.  A  gentle- 
man in  active  business  and  an  athlete,  was  rejected  by 
three  different  companies  upon  my  report.  The  man  had 
had  from  childhood  a  double  otorrhea.  Pus  oozed  from 
small  teat-like  perforations  in  the  upper  and  posterior 
angle  of  the  drum  head.  This  membrane  presented  a 
thick,  raw-beef  appearance.  On  first  inspection  1  took  it 
for  the  inner  wall  of  the  tympanic  cavity;  but  the  pneu- 
matic speculum  cleared  the  diagnosis  by  producing  char- 
acteristic movement.  On  his  fourth  application  to  a  new 
company  he  presented  a  certificate  from  another  indiv  id- 
ual. Tins  certificate  stated  that  the  drum  membrane  was 
entirely  lost  and  that  there  was  free  discharge  from  the 
tympanic  cavity.  The  policy  was  issued  upon  this  erron- 
eous diagnosis.    This  gentlemen  is  still  alive  and  well. 
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With  one  exception  every  case  I  have  examined  for  in- 
surance companies,  (and  I  have  examined  quite  a  number 
within  the  past  three  or  four  years)  lias  been  rejected.  In 
this  case  I  was  asked  these  questions.  Is  the  trouble  uni- 
lateral or  bilateral;  is  there  evidence  of  diseased  hone  or 
polypi  present;  what  portion  of  the  drum  membrane  is 
perforated  and  how  large  is  the  perforation;  is  the  dis- 
charge continuous  or  intermittent;  is  hearing  materially 
impaired?  The  individual  applying  for  insurance  was  a 
man  of  t  wenty-two  ('22),  merchant  by  occupation,  in  good 
healt  h.  His  hearing  was  two-thirds  for  the  watch  in  each 
ear,  whisper  was  heard  at  twenty  (20)  feet.  Only  a 
small  portion  of  the  drum  membrane,  its  upper  and  pos- 
terior rim  remained,  and  the  inner  wall  of  the  tympanic 
cavity  was  free  from  granulations.  The  discharge  had 
lasted  since  infancy.  After  sending  my  replies  to  these 
questions  I  was  asked  to  express  an  opinion  concerning 
the  probable  effect  of  such  an  ear  discharge  upon  the 
individual's  health.  In  forming  my  reply  I  reviewed  a 
number  of  cases  which  I  had  observed  for  a  period  of 
years  and  who  had  never  developed  troublesome  symp- 
toms. All  of  them  in  a  general  way  presented  the  same 
type  of  symptoms ;  ear  trouble  had  commenced  in  child- 
hood; cause  was  not  always  determinable;  hearing  was 
somewhat  impaired  but  still  was  good  enough  for  practical 
requirements.  The  changes  in  the  tympanic  cavity  and 
membrane  were  usually  of  one  of  two  kinds.  Either  there 
was  extensive  loss  of  membrane  with  small  granular 
elevations  on  the  tympanic  mucosa,  or,  without  much  loss 
of  membrane,  there  was  a  small  perforation,  usually  in 
the  upper  and  anterior  quadrant.  The  discharge  had 
been  intermittent.  In  all  of  these  cases  it  was  an  easy 
matter  to  reach  the  tympanic  cavity  either  through  the 
large  perforation  or  by  means  of  Blake's  tympanic  syringe 
through  the  small.  I  believe  that  this  question  of  the 
relation  of  chromic  suppurative  otitis  media  to  insurance 
risks  will  present  itself  more  frequently  in  the  future 
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than  it  has  in  the  past.  Both  for  the  economic  reason, 
and  farther,  to  clear  our  own  ideas  concerning  the  class  of 
cases  which  demand  operative  interference,  it  would  be 
well,  I  think,  if  we  made  a  more  thorough  study  of  those 
cases  which  have  gone  for  years  without  trouble  and 
which  we  regard  as  comparatively  free  from  danger.  At 
present  the  following  features  seem  to  me  to  be  appli- 
cable: First,  intermissions  in  the  discharge :  Second,  such 
conditions  as  insure  good  drainage:  Third,  considerable 
period  of  duration:  Fourth,  absence  of  all  evidence  of 
caries. 

DISCUSSION. 

Dr.  Blake:  —  The  first  portion  of  Dr.  Woods'  paper 
may  be  regarded,  I  think,  as  a  justification  of  the  strong 
and  almost  dramatic  statement  with  which  Professor 
Politzer  used  to  point  his  lectures  forty  years  ago.  Hold- 
ing the  temporal  hone  by  the  styloid  process,  preferably 
a  long  styloid  process,  and  turning  it  before  the  class,  he 
used  to  say,  "  Gentlemen,  this  bone  has  four  sides ;  out- 
side, inside,  upper  side  and  bottom  side.  Here  in  the 
outer  side  you  see  the  opening  of  the  external  auditory 
canal.  Through  this  canal  there  comes  to  the  organ  of 
hearing  everything  that  makes  life  in  that  relationship 
valuable  to  the  individual.  This  side  is  bounded  by  life. 
The  other  three  sides  are  bounded  by  death.11 

When  we  consider  the  thinness  of  the  tympanic  walls 
and  the  possibility  of  tearing  away  of  these  thin  walls  by 
injudicious  mechanical  manipulation,  pulling  upon  poly- 
poid structures,  the  danger  may  readily  be  seen.  When 
we  recall  the  case  in  our  own  practice  in  which  that  thing 
has  been  done  we  can  appreciate  the  importance  of  this 
paper.  If  it  is  allowable  to  cite  a  case  in  illustration,  I 
recall  distinctly  one  of  several  cases  of  epitympanic  dis- 
ease with  polypi  coming  through  the  membrane  of 
Schrapnel.  The  patient  had  been  previously  treated, 
t lie  ear  had  become  dry,  he  had  been  given  his  warning 
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with  regard  to  getting  water  in  the  car,  and  had  been 
admonished  to  seek  speedy  relief.  During  the  summer 
he  had  been  in  bathing',  started  up  a  renewal  of  the  sup- 
purative process  in  the  middle  ear  and  paid  no  attention 
to  it.  It  was  not  until  he  had  sensations  of  fullness  in 
the  head  and  headache  thai  he  applied  for  treatment.  A 
polypus  was  found  protruding  through  and  opening  in 
Schrapnel's  membrane.  There  was  suppurative  discharge 
around  the  edges  of  the  perforation  and  examination 
showed  that  the  discharge  had  been  sufficiently  retained 
to  give  the  odor  of  decomposition.  Hearing  in  mind  the 
possibility  which  Dr.  Woods  has  referred  to,  an  attempt 
was  made  to  remove  the  polypus  by  successive  snaring, 
the  idea  being  to  make  a  loop  that  would  cut  oil'  succes- 
sive  slices,  as  it  were,  from  the  growth  without  making 
traction  upon  the  base.  Two  of  these  cuts  had  been 
made.  The  patient  was  (irmly  held,  but  accidentally  as 
the  third  cut  was  made  jerked  the  head  and  the  poly- 
pus came  away  almost  entire,  the  piece  with  granula- 
tions aboul  the  base  showing  that  practically  the  whole 
polypus  had  been  removed.  There  was  no  complaint  at 
t  he  time.  This  was  eleven  in  the  morning.  At  five  in  the 
afternoon  the  patient  had  begun  to  have  head  symptoms. 
In  addition  to  subjective  noises  he  had  severe  headache 
which  came  on  suddenly  and  to  make  a  long  story  short 
the  autopsy  in  the  case  showed  that  the  removal  of  the 
polypus  had  taken  away  a  small  portion  of  the  tympanic 
roof  and  had  also  taken  away  the  hone  leading  into  the 
upper  part  of  the  vestibule,  although  here  the  bone  is 
usually  strong.  Pus  had  made  its  way  through  the  Laby- 
rinth and  the  patient  had  as  a  result  a  suppurative  in- 
fection of  the  cranial  cavity. 

With  reference  to  curetting  of  graiuilomata  in  the  mid- 
dle ear,  I  am  inclined  to  agree  with  Dr.  Woods  in  the 
main,  although  in  some  cases  where  the  base  of  the 
granulomata  can  he  determined  I  think  the  small  ring- 
curettes  can    he    used    satisfactorily.     Where   they  are 
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used,  however,  for  the  breaking  up  and  scraping  away  of 
granulomata  in  the  epitympanum,  care  should  be  taken 
to  thoroughly  cleanse  the  parts  afterward  with  alcohol. 
In  no  case  should  it  go  more  than  twenty-four  hours  with- 
out reexamination. 

Where  the  granulomata  are  attached  to  the  ossicles, 
there  the  question  of  removing  the  main  base  comes  into 
consideration.  But,  in  all  these  cases,  bearing  in  mind 
the  dramatic  statement  of  Politzer,  manipulations  in  the 
middle  ear  should  be  undertaken  with  a  greater  degree 
of  caution  than  we  are  accustomed  to  use  in  the  ordinary 
run  of  our  work. 

In  the  matter  of  the  adenoid  operation,  in  the  course 
of  suppurative  middle  ear  disease,  Dr.  Woods  has  stated 
a  fact  evident  to  all  of  us.  In  the  matter  of  life  insur- 
ance, in  Massachusetts  we  are  not  questioned  so  closely 
as  Dr.  Woods  has  intimated.  The  matter  is  usually  left 
to  the  opinion  of  the  aurist  to  whom  the  case  has  been  re- 
ferred, without  any  questioning  on  the  part  of  the  exam- 
iner. Usually  a  division  of  the  cases  is  made  into  those 
in  which  the  drainage  is  imperfect,  and  those  in  which 
drainage  is  free  and  apparently  sufficient. 

Dr.  Duel:  —  It  strikes  me  that  the  question  of  the 
most  opportune  time  for  the  removal  of  adenoids  in  sup- 
purative otitis  media  would  bring  about  a  lively  discus- 
sion if  every  one  related  their  experience.  Of  course, 
the  proper  time  is  before  any  aural  discharge  occurs;  but 
it  is  a  difficult  question  to  decide  at  what  time  they 
should  be  removed  when  a  purulent  otitis  has  begun.  It 
is  very  evident  to  all  of  us  that  when  such  a  condition 
exists,  if  there  is  an  excessive  amount  of  vegetations  in 
the  naso-pharynx.  that  discharge  is  not  likely  to  com- 
pletely cease.  It  is  a  growing  conviction  with  me  that 
adenoids  should  be  removed  at  the  time  the  paracentesis 
is  done  in  children  in  whom  a  purulent  otitis  has  started, 
when  the  child  is  in  fairly  good  condition;  and  not  de- 
pleted by  some  concomitant  disease,  where  the  operation 
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might  be  too  great  a  shock.  I  say  this  after  having  had 
many  happy  results  in  seeing  the  discharge  stop  very 
quickly  afterwards,  with  complete  restitution  of  hearing. 
In  these  cases  where  a  continued  aural  discharge  results 
from  the  adenoid  tissue  we  have  to  remember  that  while 
its  removal  may  possibly  start  up  some  trouble,  yet  the 
discharge  in  itself  with  an  active  organism  in  the  middle 
ear,  may  at  any  time. occasion  an  extension  of  the  inflam- 
mation to  the  mastoid  cells.  Considering  the  future 
function  of  the  ear,  1  believe  that,  as  soon  as  the  child  is 
vigorous  enough  to  stand  the  shock  of  removal  of  the  ade- 
noids, they  should  be  removed,  knowing  that  in  the 
majority  of  instances  there  will  be  a  cessation  of  the  dis- 
charge and  that  source  of  danger  will  have  been  removed. 

Dr.  Dencii  :  —  In  cases  where  there  was  a  profuse 
discharge  from  the  middle  ear,  and  where  this  dis- 
charge was  caused  by  streptococci,  there  might  be 
some  danger  in  operating  on  the  adenoid  vegetations.  In 
my  own  experience,  the  mere  fact  of  an  aural  discharge 
has  never  deterred  me  from  operating  on  adenoid  vege- 
tations, excepting  where  the  discharge  was  of  recent  oc- 
currence, that  is,  I  would  not  operate  during  the  acute 
stage  of  the  disease,  but  would  not  hesitate  to  operate 
after  the  discharge  had  persisted  for  one  or  two  months. 
If  a  culture  from  the  discharge  showed  that  this  was  very 
septic,  it  would  be  well  to  cleanse  the  ears  frequently  by 
means  of  antiseptic  irrigation  for  several  days  prior  to  the 
operation.  I  do  not  approve  of  removing  adenoid  vege- 
tations at  the  time  of  the  paracentesis  of  the  drum  mem- 
brane, and  believe  that  in  cases  of  acute  otitis,  the  re- 
moval of  the  adenoid  growths  should  be  deferred  until 
either  the  wound  in  the  membrana  tympani  had  healed, 
or  at  least  until  all  acute  symptoms  in  the  middle  ear  had 
passed  away. 

Dr.  Bacon: — I  agree  most  heartily  with  what  the  writer 
of  the  paper  and  Dr.  Blake  have  said  as  to  the  import- 
ance of  using  the  greatest  care  in  all  work  in  the  middle 
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oar  and  especially  in  the  attic.  I  have  operated  on  a  good 
many  cases  of  chronic  otorrhoea  in  which  1  have  removed 
polypoid  granulations  and  cannot  remember  any  case  in 
which  I  have  had  such  results  as  those  reported  by  the 
writer  of  the  paper.  It  seems  to  me  thai  in  these  cases, 
if  we  do  use  the  greatest  care,  and  thorough  antiseptic 
precautions,  there  is  not  much  danger  of  infection.  They 
also  require,  as  Dr.  Blake  has  pointed  out,  considerable 
care  afterwards,  but  I  have  not  had  the  experience  that 
the  writer  of  the  paper  speaks  of  and  do  not  exactly  un- 
derstand what  he  thinks  should  he  done  in  these  cases. 
Of  course,  we  must  either  remove  them  through  the 
canal,  or  do  a  radical  operation.  I  should  like  to  under- 
stand what  he  recommends  in  these  cases. 

Dr.  Gruening: — This  paper  certainly  adds  to  the  un- 
certainty of  our  position.  We  are  between  the  devil  and 
the  deep  sea.  We  are  to  be  conservative,  but  not  touch 
polypi.  We  are  to  be  radical,  but  not  go  to  the  root  of 
things.  Now  I  have  certainly  removed  hundreds  of 
polypi  and  never  met  with  such  an  accident  as  the  writer 
refers  to,  and  I  think  that  such  an  unusual  occurrence 
should  not  give  us  any  concern  nor  furnish  indications  for 
t  he  guidance  of  others.  I  believe  that  with  proper  care, 
in  the  diseases  of  the  middle  ear,  we  can  remove  polypi 
and  granulations  and  continue  to  do  this  conservative 
work  without  fear  of  harm.  The  same  thing  is  certainly 
true  with  reference  to  the  removal  of  adenoids.  These 
children  with  discharging  ears  and  adenoids  should  cer- 
tainly have  their  throats  cleared  of  their  adenoids.  I 
think  the  cases  where  the  throat  is  infected  from  the  ear 
must  be  extremely  rare.  I  have  never  seen  such  an  in- 
fection. If  the  instruments  are  (dean  and  no  injections 
are  made  through  the  nose,  no  infection  occurs. 

Dr.  Theobald:  —  It  is  hardly  necessary  to  say  what  I 
had  in  mind  after  the  gentleman  who  has  just  spoken. 
I  want   to  emphasize,  however,  that  these  unfavorable 
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cases  reported  by  Dr.  Woods  and  Dr.  Blake  are  excep- 
tional, and  that  too  much  weight  should  not  be  attached 
to  such  very  rare  cases.  I  do  not  think  any  of  us  would 
hesitate  to  remove  polypi  on  the  ground  that  there  might 
he  such  serious  results.  It  seems  to  me  what  the  cases 
teach  is  w  hat  Dr.  Blake  has  already  referred  to,  that  is, 
that  we  should  avoid  traction  as  far  as  possible  in  remov- 
ing a  polypus,  and,  should  exercise  careful  antiseptic  pre- 
cautions. Of  course,  we  know  that  we  cannot  render 
such  a  cavity  aseptic,  hut  we  should  do  the  best  we  can. 
I  do  not  often  find  that  it  is  necessary  to  curette  granula- 
tion tissue  in  the  tympanic  cavity.  If  good  drainage 
exists  I  simply  keep  the  middle  ear  as  (dean  as  possible 
by  daily  syringing  with  u  solution  of  bichloride  of  mer- 
cury, „-„'       or  sometimes  imo.    The  granulation  tissue 

shrinks  up  under  this  treatment  and  I  do  not  find  it 
necessary  to  curette.  With  a  polypus,  of  course,  it  is 
different;  it  must  he  removed  and  the  base  cauterized. 
Let  us  then  not  attach  too  much  importance  to  these  ex- 
ceptional and  tragic  cases,  but  go  on  with  our  conserva- 
tive surgery. 

Dr.  Jack: — It  seems  to  me  that  the  amount  of  danger 
in  this  operation  depends  somewhat  upon  the  class  of 
polypi  we  are  dealing  with.  I  do  not  believe  that  Dr. 
Woods,  or  any  one,  would  think  there  was  great  risk  in  re- 
moving a  so-called  mucous  polypi  but  I  do  think  that  any 
of  the  gentlemen  who  have  spoken  about  the  small  risk 
would  agree  that  there  is  considerable  danger  in  remov- 
ing the  hard,  fibrous  polyp  which  is  attached  to  the  teg- 
men  tympani.  I  have  had  several  cases  in  which  menin- 
gitis quickly  followed  its  removal.  There  is  a  real  danger 
in  the  removal  of  these  growths,  but  that  should  not  deter 
us  from  operating  where  the  operation  is  indicated.  Ac- 
cidents may  occur  in  any  operation. 

Dr.  Lewis: — Might  it  not  be  possible  that  in  the  cases 
referred  to  by  Dr.  Wood  and  Dr.  Blake  the  infection  had 
already  started  before  the  removal  of  the  polypus?  It 
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seems  to  me  that  this  might  particularly  have  been  so  in 
Dr.  Blake's  case.  He  spoke  of  the  existence  of  some 
cerebral  symptoms  previous  to  the  operation,  and  the  in- 
terval of  time  between  the  development  of  the  severe 
cerebral  symptoms  and  the  removal  of  the  polypus  was 
too  short  to  warrant  one  in  attributing  its  removal  as  the 
cause  of  the  extension  of  the  disease.  To  me  it  seems 
to  furnish  a  further  example  for  the  necessity  of  more 
radical  surgery  in  these  cases  of  chronic  purulent  inflam- 
mation of  the  middle  ear. 

Dr.  McKernon  : —  It  seems  to  me  that  a  most  impor- 
tant point  to  determine  when  the  case  first  comes  to  us 
is,  does  any  dead  hone  exist?  If  so,  it  is  my  practice  to 
do  a  radical  operation.  If  no  dead  bone  is  demonstrated 
I  have  thought  that  under  strict  antiseptic  precautions 
we  could  remove  a  large  proportion  of  them  successfully. 
1  had  several  years  ago  a  fatal  case  where  I  removed  ap- 
parently a  simple  mucous  polyp,  with  a  history  of  nine  or 
ten  years  of  suppurative  trouble.  The  symptoms  the 
man  presented  in  twenty-four  hours  were  almost  identi- 
cal with  those  described  by  Dr.  Blake.  Since  then  it 
has  been  my  custom  to  examine  carefully  for  any  evi- 
dence of  diseased  hone  and  if  present  to  do  a  radical 
operation.  Now  in  the  case  of  the  hard,  fibrous  polyp,  or 
a  mass  of  granulations  where  infection  has  already  gone 
on  into  the  tegmen  tympani  or  wall  the  taking  away  of 

the  mass  will  bring  away  a  certain  amount  of  the  1  y 

tissue,  so  that  it  would  seem  of  the  greatest  importance 
to  expose  the  structure  ami  under  our  immediate  sight 
remove  all  the  diseased  tissue. 

Dr.  Dkncii  : — One  of  the  important  points  just  brought 
out  by  Dr.  McKernon  is  the  thorough  cleansing  of  the 
field  before  operation.  It  is  my  practice  to  have  the 
patient  irrigate  the  ear  at  home  wit  h  a  bichloride  solu- 
tion i;  < m 1 0  and  t  hen  use  a  stronger  one,  ;,,',,„  in  alcohol 
prior  to  t  he  operation.  We  remove  fewer  and  fewer  gran- 
ulations in  the  clinic  every  year,  because  the  condition  is 
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almosl  always  pathognomonic  of  dead  bone  in  the  cavity. 
Where  we  have  a  good  large  perforation  with  free  dis- 
charge there  is  not  as  much  danger  in  curetting  the 
tissue  as  where  there  is  a  small  perforation  with  small 
granulations  coming  through  a  button-hole  like  opening. 
The  appearance  of  that  picture  is  an  indication  for  the 
immediate  performance  of  the  radical  operation  tor  yon 
have  there  dead  bone  in  the  cavity. 

With  reference  to  the  chemical  caustics  I  have  used  50 
percent,  nitrate  of  silver  in  some  cases,  but  that  is  not 
strong  enough  for  some  granulations.  I  have  seen  them 
actually  thrive  on  it.  Von  must  use  the  fused  bead  or 
chromic  acid,  in  some  of  t  he  cases. 

With  reference  to  the  intermittent  discharge  spoken  of 
by  Dr.  Woods,  when  you  have  a  large  perforation  w  ith 
more  or  less  profuse  discharge  at  one  time  and  then  no 
discharge,  it  is  necessary  to  look  after  the  condition  in 
the  naso-pharynx.  In  these  cases  you  do  not  have  dead 
bone;  you  are  dealing  with  the  result  of  an  inflammatory 
process.  These  repeated  attacks  are  avoided  by  the  re- 
moval of  the  adenoid  growths  and  by  attention  to  the 
general  health.  There  are  certain  cases  that  will  persist 
in  spite  of  everything  until  the  adenoids  are  removed. 

With  reference  to  the  danger  to  life  and  the  question  of 
life  insurance,  I  gathered  these  statistics  from  the  New 
York  Eye  and  Ear  Infirmary.  In  14,000  cases  I  found  that 
one  in  every  eighty-eight  suffered  either  from  epidural 
abscess,  sinus  thrombosis,  brain  abscess,  or  meningitis. 
So  that  one  per  cent.,  practically,  of  chronic  suppurative 
cases,  where  the  disease  was  diagnosed  as  purulent  dis- 
ease of  the  middle  ear,  suffered  from  some  serious  intra- 
cranial complication. 

Dr.  Kipp: — There  is  a  difference  between  the  statist  ics 
given  by  Dr.  Dench  and  those  from  private  practice  be- 
cause the  cases  in  private  practice  are  better  taken  care 
of.  1  have  treated  many  chronic  cases  for  a  good 
many  years  and  know  of  very  few  deaths  that  occurred 
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among  them.  So  far  as  serious  complications  arc  con- 
cerned, I  am  certain  that  they  have  occurred  much  more 
often  in  the  dispensary  cases  than  in  my  private  practice. 

Dr.  Dkncii  : — I  believe  a  great  many  of  the  cases  we 
think  we  treat  successfully  pass  out  of  our  hands  and  sub- 
sequently die  from  the  disease  we  have  treated.  If  I  re- 
member right,  Dr.  Kipp  reported  a  case  a  year  ago  that 
he  had  observed  for  a  long  time  and  which  died  of  intra- 
cranial trouble  twenty  years  later. 

Dr.  Fiske: — It  seems  to  me  there  is  much  to  be  said 
in  favor  of  both  sides.  Dr.  Woods  seems  to  think  that 
one  can  more  safely  leave  some  of  these  cases  of  chronic 
discharge  than  to  operate.  I  have  seen  this  winter  three 
cases  of  children  dying  where  there  had  been  a  discharge 
for  years.  One  case  in  which  there  had  been  a  discharge 
for  a  long  time  showed  no  sign  of  bone  trouble.  These 
three  cases  have  made  me  believe  that  one  should  never 
leave  an  ear  with  purulent  discharge.  They  should  be 
cured  by  treatment  if  possible,  and  if  not,  then  operated 
upon. 

As  to  the  question  of  operating  on  these  polypi,  it 
seems  to  me  that  Dr.  Jack  has  touched  upon  the  most 
important  point  —  namely,  the  differentiation  between 
the  two  classes  of  polypi.  I  have  seen  some  where  I  would 
never  dare  use  the  ordinary  snare.  Sometimes  I  have 
used  the  electric  snare  and  sometimes  cut  them  off  in 
two  or  three  sections  and  applied  a  caustic. 

As  to  the  removal  of  the  adenoids  it  is  my  experience 
that  one  might  have  to  wait  many  years  if  he  waited  for 
the  ear  trouble  to  recover,  and  I  believe  in  early  opera- 
tion. 

Dr.  Gruentno  :  —  The  diagnosis  of  the  presence  of  cari- 
ous bone  is  often  made  by  the  introduction  of  a  probe. 
When  the  probe  strikes  something  rough  it  is  assumed 
that  the  bone  is  carious.  This  conclusion  is  not  correct. 
There   is   often    roughness    without    caries.    In  former 
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limes,  when  we  did  not  resort  to  the  radical  operation, 
we  dealt  with  polypi,  and,  we  cured  our  cases,  and  what 
happened  then  can  also  happen  now.  Many  cases  of 
middle  ear  disease  are  certainly  amenable  to  treatment 
by  the  removal  of  granulation  tissue  and  polypi. 

Dr.  Woods: — I  wish  I  could  answer  positively  the  ques- 
tion of  Dr.  Bacon  regarding  the  relation  of  dead  bone  to 
(lie  radical  operation;  I  mean  as  an  indication  for  opera- 
tion. It  would  depend  on  the  site  of  the  necrosis,  course 
after  removal  of  the  polyp,  constitutional  symptoms,  etc. 
I  have  purposely  refrained  from  offering  suggestions 
about  the  meaning  of  a  polyp,  granulation  tissue,  rough 
hone,  and  treatment  of  these  conditions,  beyond  the  use 
of  chemical  agents,  because  I  am  so  uncertain  myself.  I 
know  that  whenever  I  meet  a  case  such  as  Dr.  Jack  has 
described,  with  a  hard  fibrous  polyp,  growing  from  a 
drum  cavity  in  a  state  of  chronic  suppuration,  I  am  fear- 
ful, lest  in  ignorance  of  underlying  conditions,  1  may  do 
serious  damage  when  I  remove  the  growth.  Enough  has 
been  said  here  today  by  men  with  large  experiences,  to 
show  that  this  fear  is  well  grounded.  My  object  in  bring- 
ing the  paper  to  such  a  society  as  this  was  to  learn  how 
to  avoid,  alter  first  recognizing,  the  dangers  which  lurk 
behind  a  hard  polyp.  Apparently,  others  are  as  uncer- 
tain as  I  am. 

1  do  not  believe  a  bacteriologie  examination  of  the  pus 
will  help  us  much  in  deciding  the  question  of  operation; 
for  in  chronic  suppuration  there  are  numerous  organisms, 
bong  persistence  from  streptococcus  infection  would, 
probably,  be  an  exception. 

Dr.  Dench  has  spoken  of  antiseptic  irrigations  before 
curretting  the  granulations  or  removing  a  polyp.  This  is 
doubtless  good  practice,  and  is  universal;  but  I  am  Ear 
from  thinking  that  bichloride  irrigation  of  the  canal, 
more  or  less  shut  up  at  the  bottom  by  granulation  tissue, 
gives  us  a  (dean  operative  field.    And   without   such  a 
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field  minor  operations  may  lie  dangerous  procedures.  I 
have  not  claimed  that  recognition  of  tins  fact  should  keep 
us  from  removing  a  polyp,  nor  do  I  advocate  a  do-nothing 
policy.  Maybe  such  experiences  as  I  have  had  are  rare; 
hut  the  number  narrated  here  today  show  s  they  are  not  so 
rare  as  lo  be  unworthy  of  notice.  1  believe  that  a  care- 
ful study  of  these  cases,  with  treatment  by  antiseptic 
irrigations,  applications  of  such  agents  as  are  spoken  of  in 
my  paper  w  ill,  in  many  instances,  result  in  cure  without 
operative  interference  of  any  kind;  that  in  other  cases 
such  study  will  tell  us  of  underlying  conditions,  some- 
times dangerous  ones,  of  which  we  know"  nothing  in  the 
beginning,  and  that  the  occasional  meeting  of  such  cases 
makes  this  knowledge  well  worth  wait  ing  for. 


PRIMARY  JUGULAE  BULB  THOMBOSIS  IN  CHIL- 
DREN AS  A  COMPLICATION  OF  ACUTE  PURU- 
LENT OTITIS  MEDIA:  WITH  A  REPORT  OF 
CASES. 

JAMES  F.  McKeenON,  M.  I).,  .Vew  York,  y.  Y. 

During  the  past  three  years,  the  writer  has  come  in 
contact  with  several  cases  presenting  an  unusually  high 
temperature  curve  quickly  following  the  onset  of  an  acute 
purulent  otitis  in  young  children. 

By  a  close  study  of  the  symptoms  presenting,  and  a 
process  of  more  or  less  positive  elimination  of  other  dis- 
eases, I  was  led  to  believe  that  this  high  temperature  was 
caused  by  a  direct  infection  from  the  tympanic  cavity  to 
the  blood  current  closely  adjacent,  namely,  through  the 
floor  of  the  tympanum  to  the  jugular  built.  The  explana- 
tion of  the  possibility  of  this  is  quite  clear,  if  we  hear  in 
mind  the  fact  that  in  a  certain  percentage  of  the  skulls 
examined  we  find  an  unusually  high  jugular  dome,  which 
is  the  roof  of  the  bulb,  and  this  high  dome  encroaches 
upon  the  floor  of  the  middle  ear  cavity. 

In  young  children  the  bony  partition  separating  the 
middle  ear  cavity  from  the  jugular  hull)  is  extremely 
thin  and  almost  like  parchment.  For  example,  take  this 
specimen  of  the  bulb  and  middle  ear  cavity  which  I  show 
you  here,  and  while  the  specimen  is  from  a  patient  in  her 
fifteenth  year,  it  illustrates  very  well,  I  believe,  the  close 
proximity  of  these  two  cavities,  and  we  can  easily  imag- 
ine how  much  thinner  this  wall  of  separation  is  in  a  young 
(diild,  before  the  proliferation  of  hone  cells  has  become 
very  active. 

Under  such  conditions  as  these,  it  can  readily  be  seen 
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how  an  active  purulent  infection  of  the  middle  ear  cavity 
can  primarily  affect  the  blood  current,  without  first  hav- 
ing to  travel  its  usual  course  through  the  venous  struc- 
ture of  the  mastoid  hone,  its  course  of  infection  being 
through  the  small  communicating  veins,  lymphatics,  or 
by  a  process  of  absorption  directly  through  the  thin  wall 
of  hone. 

Such  an  infection  is,  I  believe,  by  no  means  an  infre- 
quent one,  and  until  recently  has  passed  unrecognized, 
with  the  result  that  these  little  patients  nearly  all  died 
from  an  acute  general  pyaemia. 

Being  fully  convinced  of  the  possihilty  of  the  existence 
of  such  a  condition,  I  determined  that  the  first  case  pre- 
senting these  unusual  temperature  curves  following 
closely  upon  an  attack  of  acute  otitis,  should  he  operated 
upon  quickly,  with  the  hope  of  arresting  the  process  and 
saving  the  life  of  the  patient. 

1  was  soon  so  fortunate  as  to  see  one  of  these  cases  in 
consultation,  and  permitted  to  operate  upon  it  with  a 
gratifying  result.  The  history  of  this  case,  1  append  be- 
low, together  with  that  of  others  seen  subsequently. 

Symptomatology. —  Before  detailing  the  histories  of  the 
cases  to  be  reported,  a  brief  reference  may  be  made  to 
the  symptomatology  and  diagnosis  of  this  condition. 

There  is  an  acute  purulent  otitis  present  with  the 
usual  symptoms  found  accompanying  this  condition. 
Aside  from  this  the  only  other  symptom  of  marked 
importance  is  an  unusually  rapid  rise  in  temperature 
from  99°  F.  or  L00°F.  to  KM  F.  or  105° F.,  or  even  L06°F.  and 
quite  as  sudden  as  the  rise,  a  fall  to  97°  F.,  98°  F.,  or  99° F., 
or  possibly  100'  F.  The  temperature  may  remain  low  for 
several  hours  anil  then  quickly  rises  again  to  the  points 
first  mentioned,  to  be  followed  by  a  rapid  remission,  and 
this  may  go  on  indefinitely  until  the  end. 

During  the  exacerbations  of  temperature,  the  pulse 
rate  is  rapid,  ranging  from  L20  to  160  per  minute.  There 
is  no  chill  present.    The  only  evidence  of  a  chill  found  in 
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these  Little  patients  is,  that  if  seen  when  the  tempera- 
ture begins  to  rise,  they  will  be  found  to  have  cold  hands 
and  feet.  They  arc  exceedingly  fretful  and  irritable, 
and  later  become  drowsy.  In  only  one  case  have  I  found 
nausea  or  vomiting  present.  The  eye  signs  are  negative. 
If  the  temperature  range  is  allowed  to  repeal  itself  for 
several  days,  the  tongue  becomes  white  and  dry. 

During  t  he  temperature  remissions,  the  little  patients 
feel  remarkably  well,  will  ask  for  food  and  wish  to  sit  up 
and  play  with  their  toys.  This  is  one  phase  of  the  dis- 
ease which  the-  parents  and  the  uninitiated  find  hard  to 
comprehend.  They  see  such  an  apparent  improvement 
in  the  little  ones  that  they  are  misled  as  to  the  dangers 
existing,  and  often  believe  they  are  well  on  the  road  to 
recovery  until  the  next  temperature  wave  occurs.  The 
respirations  are  only  slightly  increased. 

Diagnosis. —  The  diagnosis  is  made  almost  entirely 
from  the  w  ide  temperature  range,  closely  following  as  it 
does,  an  acute  purulent  otitis.  Bacteriological  examina- 
tion of  the  discharge  is  of  value  only  in  that  it  gives  us 
knowledge  of  the  characteristic  infection,  which  is  usu- 
ally that  of  the  streptococcus,  although  in  one  of  the 
cases  to  be  reported,  the  predominating  infection  was 
that  of  the  staphylococcus,  but  a  few  streptococci  also 
were  demonstrated  at  the  time  of  the  examination.  All 
other  diseases  should  he  barred  out  by  a  process  of  care- 
ful elimination,  and  if  this  be  done,  we  must  return  to 
the  original  focus  of  infection,  the  ear,  in  order  to  ex- 
plain the  cause  of  our  patient's  condition. 

Another  valuable  aid  in  diagnosis,  is  the  blood  count, 
not  so  much  for  determining  whether  a  leucocytosis  is 
present,  but  to  determine  the  polynuclear  percentage, 
as  for  example,  if  we  find  a  polynuclear  count  showing 
a  percentage  of  between  8(1  and  90,  no  matter  what  the 
leucocyte  count  be,  whether  great  or  small,  we  are 
almost  certain  to  find  an  infective  process  disturbing  the 
patient's  economy. 
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CASE  I. 

W.  K.  was  a  girl,  two  years  old,  seen  in  consultatiou 
with  Dr.  Charles  G.  Kerley,  on  Dec  L2th,  1903.  The 
mother  said  that  the  child  had  complained  of  pain  in  the 
left  ear  on  the  previous  day,  but  that  it  had  subsided 
upon  the  application  of  a  hot  water  hag,  to  begin  again 
during  the  night,  and  had  been  continuous  for  the  pas! 
twenty -four  hours.  Previous  to  this  the  child  had  been 
perfectly  well  except  for  a  cold  in  the  head,  and  a  slight 
bronchitis  of  three  days1  duration. 

Upon  examining  the  ears,  the  left  drum  membrane  was 
found  bulging  into  the  canal,  intensely  congested,  and 
the  inner  portion  of  the  canal  was  rilled  with  exfoliated 
epithelium.  The  bulging  of  the  drum  was  not  confined 
to  any  particular  quadrant  but  extended  over  its  whole 
area.  There  was  no  fullness  of  either  the  superior  or  pos- 
terior canal  walls,  and  no  mastoid  tenderness  could  be 
elicited.  The  right  drum  membrane  was  also  found  red- 
dened and  bulging  in  the  posterior  quadrant.  The  canal 
ami  mastoid  on  this  side  were  negative.  The  tempera- 
ture by  rectum  was  104.3°  F.,  pulse  120  and  respiration 
24.  The  drum  membranes  were  incised  under  anaesthe- 
sia, and  several  drops  of  pus  were  evacuated  from  the  left 
ear.  A  smear  was  taken  to  determine  the  characteristic 
infection.  There  was  no  pus  present  on  the  right  side, 
only  serum,  and  a  smear  was  also  taken  of  the  fluid  from 
this  ear. 

Bacteriological  examination  showed  on  the  left  side  a 
few  streptococci,  and  one  or  two  pneumococci  present  in 
the  smear.  Examination  of  the  smear  from  the  right  ear 
disclosed  a  few  staphylococci,  with  here  and  there  an  iso- 
lated pneumococcus.  The  ears  were  irrigated  with  a  solu- 
tion of  bichloride  of  mercury  ,-,,'hi  every  three  hours. 

The  following  day  she  was  very  comfortable,  both  ears 
were  discharging  freely — the  left  pus,  the  right  a  serous 
discharge,  ami  the  temperature  was  98.4°  K. 

At  9  o'clock  that  night  the  temperature  rose  suddenly 
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(o  F.    She  was  seen  at  this  time,  and  both  ears 

wore  discharging  freely.  There  were  no  changes  in  the 
canal  walls  and  the  mastoids  were  1'rce  from  any  apparent 
involvement.  Close  questioning  of  the  nurse  could  elicit 
no  information  relative  to  a  chill  having  preceded  the 
rise  in  temperature.  Six  hours  later  the  temperature 
was  LOO'  F.,  and  remained  at  this  point  for  eight  hours, 
when  again,  with  no  evidence  of  a  chill,  it  rapidly  rose  to 
L04   F.,  and  three  hours  later  dropped  to  99.4°  F. 

The  ears  were  again  examined  carefully,  and  no  changes 
had  taken  place  in  either  walls  or  middle  ear  since  t  he 
previous  examination:  the  mastoids  were  negative.  The 
child's  general  condition  was  excellent,  she  was  bright 
and  playful  during  the  remission  of  temperature  and  ate 
her  usual  amount  of  food. 

During  the  remainder  of  the  day  the  temperature 
ranged  from  99.4°  F.  to  101  F.,  when  suddenly  at  6 
o'clock  in  the  evening  it  rose  from  100  F.  to  lOo.o  K.  in 
a  period  of  two  hours.  A  diagnosis  of  primary  jugular 
bulb  thrombosis  was  made,  and  permission  asked  to  op- 
erate at  once,  which  was  refused  on  account  of  the  fad 
t  hat  no  mastoid  involvement  was  present,  and  also  thai 
the  temperature  might  be  due  to  malaria,  typhoid  fever, 
or  a  developing  central  pneumonia.  During  the  night 
the  temperature  dropped  to  99.4°  F.,  and  in  the  morning 
the  child  was  bright  and  playful. 

During  the  day  the  following  blood  examinations  were 
made,  for  malaria  and  for  typhoid  fever,  with  negative  re- 
sults. A  blood  count  showed  marked  leucocytosis.  A  cul- 
ture was  taken  of  this  blood  and  a  large  number  of  strep- 
tococci found.  Smears  from  both  ears  were  again  taken 
and  large  numbers  of  the  streptococci  were  found  in  the 
discharge  from  the  left  ear.  In  the  right  ear  only  a  few 
were  found,  the  predominating  infection  on  that  side 
still  being  the  staphylococcus,  with  a  few  pneumococci 
present.  During  the  afternoon  of  this  day,  the  temper- 
ature changes  were  not  rapid.    There  was  a  gradual  rise 
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in  twelve  hours  to  104.8°  F.,  and  the  child  was  extremely 
restless,  tossing  from  side  to  side  of  her  crib  and  occa- 
sionally coughing.  1  again  requested  to  be  allowed  to 
operate"  and  was  asked  to  wait  twenty-four  hours.  If  at 
the  end  of  that  time,  all  other  diseases  could  be  elimin- 
ated as  causative  factors,  they  would  consent. 

For  the  next  twenty-four  hours,  the  temperature 
ranged  from  99° F.  to  102.8"  F.,  the  child  fell  comfortable, 
playing  with  her  doll,  chattering  to  the  nurse,  and  tak- 
ing a  liberal  quantity  of  nourishment.  At  five  o'clock 
thai  afternoon,  she  became  extremely  restless  and  irri- 
table, the  face  was  Unshed,  and  she  refused  to  take 
anything  but  water.  Two  hours  later  the  temperature 
had  risen  from  99.8  F.  to  105.6°F.,  the  pulse  was  180  and 
the  respirations  32.  It  was  at  this  time  that  she  liist 
gave  any  evidence  of  looking  septic.  Inspection  of  the 
canal  walls  and  mastoid  at  this  time  gave  negative  re- 
sults. 

A  general  consultion  was  now  held,  at  which  several 
physicians  were  present,  and  all  other  diseases  excluded 
by  a  process  of  elimination.  Dr.  Dench,  who  was  pres- 
ent, was  asked  to  examine  the  ears,  and  after  doing  so, 
said  he  concurred  in  the  advisability  of  at  least  doing 
an  exploratory  operation,  and  exposing  the  sinus.  As 
this  consultation  was  held  late  at  night,  and  the  tem- 
perature was  then  declining,  it  was  thought  best  to  wait 
until  morning  before  operating.  In  the  morning  at  half- 
past  nine,  the  temperature  was  102°F.,  pulse  132.  The 
child  was  very  pale  and  septic  looking  and  had  vomited 
once  directly  after  drinking  some  milk. 

Operation. —  Chloroform  was  administered  and  I  deter- 
mined to  explore  the  left  sinus  just  above  the  jugular 
bulb,  first  on  account  of  the  fact  that  this  was  the  side 
that  originally  contained  pus,  and  also  because  of  the 
predominating  infection  on  that  side. 

The  left  mastoid  was  entered  and  the  structure 
throughoul   was  apparently   perfectly    normal   in  every 
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part.  The  sinus  was  uncovered  from  the  knee  fco  the 
point  where  it  turns  to  empty  into  the  bulb,  and  the 
hone  covering  it  was  sound  at  every  point.  One  half 
inch  below  the  knee,  the  dura  was  darker  in  color  than 
that  above  or  below,  and  from  this  point  downward,  if 
was  lusterless  and  of  a  grayish  color,  was  easily  com- 
pressed by  the  finger,  and  did  not  fill  as  rapidly  as  it 
should  w  hen  the  pressure  was  removed. 

The  operative  field  was  re-sterilized  and  the  dura  form- 
ing the  sinus  wall  was  opened  for  about  three  quarters  of 
an  inch,  beginning  at  the  dark  spot  referred  to,  and 
extending  dow  nward.  There  was  only  slight  hemorrhage 
at  first,  and  upon  passing  a  curette  into  the  lumen  of  the 
vessel,  and  along  the  anterior  bonier  of  the  sinus  wall,  a 
parietai  clof  half  an  inch  long  was  removed,  and  this  was 
followed  by  free  hemorrhage  from  the  distal  end  of  the 
sinus. 

Upon  controlling  this  blood  How  by  pressure  above, 
there  was  no  current  present  below,  not  even  the  ordi- 
nary oozing  usually  seen  when  a  clot  is  found  below. 

The  incision  was  extended  downward  to  the  lowest 
point  of  exposure,  and  even  here  only  slight  oozing  was 
present.  The  dura  was  retracted,  a  forceps  passed  into 
the  opening  and  a  well  organized  clot  nearly  an  inch  in 
length,  and  as  large  around  as  an  ordinary  slate  pencil 
was  removed.  Upon  first  grasping  the  (dot,  it  seemed 
adherent  below,  and  when  drawn  up,  parted  deep  down 
below  the  point  of  exposure,  leaving  a  portion  of  it  in 
the  angle  leading  to  the  bulb.  A  small  wire  curette  was 
then  used,  and  several  small  particles  Of  broken-down 
(dot  enveloped  in  pus  were  taken  away. 

Even  after  this  removal,  there  was  no  hemorrhage, 
and  a  bent  probe  was  passed  down,  and  an  attempt 
made  to  insinuate  it  into  the  bulb.  After  several 
attempts  to  introduce  the  probe  it  finally  passed  into  a 
recess  deeper  than  the  surrounding  bony  wall,  and  after 
moving  it  back  and  forth  in  this  region,  there  was  quite 
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an  active  How  of  blood.  The  probe  had  evidently  dis- 
lodged a  thrombus  in  the  bulb  or  inferior  petrosal  sinus, 
as  several  small  pieces  of  clot  and  particles  were  flushed 
upward  by  the  blood  How,  pressure  during  this  bulb  ma- 
nipulation having  been  exerted  in  the  neck  over  the  vein. 

After  inserting  packing  in  the  bulbous  end  of  the  sinus, 
the  edges  of  the  diseased  dura  forming  the  sinus  wall 
were  incised,  in  order  to  avoid  sloughing. 

The  wound  was  dressed,  and  the  right  mastoid  opened, 
and  found  quite  as  normal  as  the  left.  The  sinus  on  this 
side  was  uncovered  from  the  knee  to  the  bulb  region,  but 
as  it  was  glistening  and  looked  perfectly  normal,  it  was 
not  opened. 

She  was  returned  to  bed  in  good  condition,  and  made 
practically  an  uninterrupted  recovery.  I  show  you  the 
temperature  chart,  on  which  you  will  find  both  the  ante 
and  post  operative  temperatures.  The  slight  elevations 
at  the  end  of  the  second  week  were  due  to  intestinal  dis 
turbances. 

Both  wounds  healed  quickly,  the  right  a  little  more 
rapidly  than  the  left,  as  it  was  the  smaller  of  the  two. 
The  ears  had  ceased  discharging  at  the  second  dressing, 
and  her  hearing,  tested  two  months  after  the  operation, 
was  normal. 

Bacteriological  Report. 

Clot  from  jugular  bulb  and  sinus  for  microscopic  exami- 
nation.— Microscopic  examination  of  the  clot  shows  a  large 
number  of  very  small  foci  of  pus.  Staining  and  careful 
search  fail  to  show  the  presence  of  bacteria.  Culture 
made  from  the  same  material  in  nutrient  agar,  and  on 
Loeffler  blood  serum,  after  eighteen  hours  at37°  0.,  shows 
a  decided  growth  of  streptococcus  pyogenes. 

Respectfully  submitted, 

Frederick  E.  Sondern. 
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CASK  II. 

K.  U.,  boy,  eighl  months  old,  was  seen  on  December 
28,  L903.  The  mother  said  thai  the  baby  had  had  a  high 
fever  for  two  days,  was  fretful,  did  not  sleep,  and  refused 
his  food.  She  thought  lie  might  have  some  ear  t  roil  hie, 
as  one  of  the  other  children  in  the  family  had  a  running 
ear,  and  previous  to  the  ear  having  discharged  had  com- 
plained of  symptoms  similar  to  those  that  the  baby  was 
t  hen  exhibil  ing. 

Examination  of  the  right  ear  disclosed  a  reddened, 
bulging  drum  membrane.  The  left  ear  was  negative. 
The  righl  drum  was  incised  under  chloroform  anaesthesia 
and  a  few  drops  of  pus  evacuated.  A  smear  of  the  pus 
was  taken  and  examined,  and  the  infection  pronounced 
to  lie  that  of  the  streptococcus.  The  temperature  taken 
at  this  time  registered  L04  F.  There  were  no  changes  in 
the  canal  walls,  and  the  mastoid  was  apparently  negative. 
The  usual  irrigation  treatment  was  pursued,  and  in  six 
hours  the  fever  had  dropped  to  101.2°  F.  Eight  hours 
later  there  was  a  sharp  rise  in  the  temperature  to  105°  F, 
the  pulse  was  150,  the  ear  was  discharging  freely,  the 
canal  and  mastoid  signs  were  negative.  Four  hours  later 
the  temperature  dropped  to  100.4°  F.  During  the  next 
two  days  there  were  two  distinct  and  rapid  rises  in  the 
temperature  each  day,  with  sudden  remissions,  the  high- 
est point  reached  being  10*5. 2°  F.,  and  the  lowest  99.6°  F. 
On  the  fourth  day  the  temperature  at  6  o'clock  in  the 
morning  was  97.2°  F.,  and  by  noon  it  had  risen  to  106.4  F. 

Examined  at  this  time,  the  ear  was  found  to  be  dis- 
charging freely  a  thick  yellow  pus.  There  was  no  change 
in  the  contour  of  the  canal  walls,  and  no  evidence  of 
mastoid  involvement  could  be  discovered.  A  consulta- 
tion was  held  with  the  result  that  the  heart,  lungs  and 
kidneys  were  pronounced  negative.  A  blood  count  was 
taken  which  showed  marked  leucocytosis.  The  polynu- 
clear  percentage  was  83.    Typhoid  and  malaria  were  ex- 
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eluded  by  the  Mood  examination.  A  culture  was  not 
made.    Permission  to  operate  was  requested  and  granted. 

The  mastoid  was  found  perfectly  normal  as  far  as  the 
eye  could  detect.  The  sinus  was  uncovered  from  the 
knee  above  to  just  above  the  bulb  below.  The  dura 
covering  it  in  the  lower  third  was  yellowish  in  color,  it 
was  opened,  and  a  small  amount  of  straw  colored  serum 
escaped.  The  opening  was  continued  down  to  its  lower 
point  of  exposure,  and  a  clot  extracted  with  the  forceps. 
This  (dot  was  about  half  an  inch  long,  and  of  a  pale  straw 
color.  A  curette  was  used  in  the  region  of  the  hull), 
with  tin'  result  that  several  small  particles  of  clot  of  a 
similar  character  were  removed.  There  was  only  a  very 
slight  return  How  of  blood.  The  sinus  was  packed  in  the 
usual  way,  the  wound  dressed,  and  the  baby  returned  to 
his  crib.  It  was  not  necessary  to  stimulate,  and  there 
was  little  or  no  shock  following  the  operation. 

Four  hours  afterward  the  temperature  was  99.2  F.,  and 
twelve  hours  later  it  rose  quite  abruptly  to  104. 6°F.,  the 
pulse  increased  to  160  and  was  weak.  This  weakened 
condition  of  the  pulse  was  speedily  overcome  by  a  rectal 
injection  of  a  hot  saline  and  whiskey.  The  temperature 
remained  over  104°  F.  for  sixteen  hours,  when  it  began 
to  drop  gradually,  and  each  day  following  it  was  lower 
until  on  the  sixth  day  after  the  operation,  it  reached 
normal,  and  at  no  subsequent  time  was  it  over  LOO  V. 
during  a  two  weeks'  convalescence. 

Portions  of  the  bone  removed  from  the  mastoid  were 
examined  microscopically,  with  the  result  that  none  of 
the  characteristic  infection  was  found  in  them.  There- 
port  on  the  (dot  submitted  for  examination  showed  that 
it  contained  large  numbers  of  the  streptococci.  A  por- 
tion of  the  dura  forming  the  anterior  wall  was  also  in- 
cised and  examined,  and  this  also  contained  a  number  of 
st  reptococci. 

The  wound  healed  completely  in  live  weeks,  and  the 
hearing  was  apparently  normal.  The  temperature  charl 
is  appended  below. 
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(  ASK  III. 

W.  L.  a  hoy,  aged  two  years  and  ten  months,  was  seen 
in  consultation  with  Dr.  Charles  (J.  Kerley,  on  February 
27,  L904.  The  history  given  was  that  the  child  ha<l  had 
an  attack  of  tonsilitis,  four  days  previous,  that  the  throat 
symptoms  had  subsided  on  the  third  day,  and  thai  the 
temperature  which  had  been  1<»4  F  had  dropped  to 
10l).8°  F. 

( )n  the  evening  of  the  fourth  day  the  child  was  restless 
had  a  high  fever  which  could  not  he  accounted  for,  and  I 
was  asked  to  examine  the  child's  ears  to  determine 
whether  they  were  the  cause  of  the  fever. 

Examination  of  the  right  ear,  showed  an  inflamed  and 
bulging  drum  membrane,  which  was  incised,  and  a  few 
drops  of  pus  were  evacuated.  The  left  drum  presented  a 
normal  appearance  at  the  time  the  right  drum  membrane 
was  opened,  which  was  at  eight  o'clock  in  the  evening. 
The  temperature  was  104c  F.  A  smear  was  taken  and 
examined  by  Dr.  Frederick  E.  Sondern,  who  reported 
that  it  contained  large  numbers  of  the  streptococci. 

The  following  morning  at  eight  o'clock,  the  temper- 
ature had  dropped  to  100.4  F,  to  rise  at  three  o'clock  in 
the  afternoon  to  104°  F.  Examined  at  this  time,  the 
right  ear  was  found  discharging  freely,  the  left  drum 
membrane  was  intensely  reddened,  but  there  was  no 
fullness.  Believing  that  it  was  only  a*  question  of  a  few- 
hours,  when  the  middle  ear  would  be  in  a  similar  condi- 
tion to  that  found  on  the  right  side  the  evening  before,  I 
decided  to  incise  it  then,  rather  than  to  wait.  The  mem- 
brane was  opened,  and  a  fluid  evacuated,  of  which  a 
smear  was  taken  and  examined  by  Dr.  Sondern,  wdio 
pronounced  the  infection  as  that  of  the  streptococcus. 

Following  the  incision  of  the  membrane,  the  tempera- 
ture within  six  hours  dropped  to  98.4°  F.  The  pulse  at 
this  time  was  90  and  weak,  and  the  child  was  exceed- 
ingly pale  and  listless  and  refused  nourishment.  At 
twelve  o'clock  noon  the  nurse  noticed  that  the  child's 
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hands  and  feet  were  cold,  and  the  skin  of  the  face  cover- 
ed with  a  clamy  perspiration.  Shortly  after  he  became 
exceedingly  restless,  tossing  from  side  to  side  of  the  crib. 
Later  the  face  became  Hushed,  the  child  complained  of 
extreme  thirst,  and  at  4  p.m.  the  temperature  had  risen 
to  1(C). S  F,  making  a  rise  of  seven  ami  a  half  degrees  in 
four  hours. 

Upon  examining  the  ears  at  this  time,  pus  was  found 
discharging  freely  from  the  right  ear,  and  there  was 
a  scanty  serous  discharge  from  the  left.  There  were 
no  physical  signs  in  the  canal  walls  of  mastoid  involve- 
ment, neither  could  any  disease  of  this  structure  be 
demonstrated. 

A  diagnosis  of  bulb  involvement  was  made,  permission 
asked  to  operate  and  refused.  In  eight  hours,  the  fever 
had  declined  to  100.6°  F,  to  as  suddenly  rise  again  in  five 
hours  to  105.6°  F,  with  a  sharp  decline  during  the  next 
five  hours  to  100°  F.  The  pulse  at  this  time  was  L34  and 
weak,  and  the  child  was  beginning  to  look  septic. 

During  the  next  twenty-four  hours,  the  temperature  of 
the  day  previous  was  practically  repeated.  The  next 
morning  at  eight  o'clock,  Dr.  Emil  Grruening  saw  the  case 
consultation  with  me,  concurred  in  the  diagnosis  that  had  in 
been  made,  and  advised  an  immediate  operation,  though 
he  said  he  was  at  loss  to  say  which  side  was  involved. 

Six  hour  later  the  little  patient  was  taken  to  the  N.  Y. 
Eye  and  Ear  Infirmary,  where,  with  the  kind  assistance 
of  Dr.  Gruening,  I  operated. 

Operation. — Owing  to  the  fact  that  the  middle  car  on 
the  right  side  contained  pus  when  the  drum  was  incised, 
(hat  several  marked  temperature  changes  had  taken 
place  prior  to  the  left  ear  becoming  involved,  ami  be- 
cause there  was  no  pus,  merely  serum,  present  on  the.  left 
side,  when  the  drum  membrane  was  opened,  1  decided  to 
operate  on  the  right  side  first.  The  mastoid  structure 
was  found  apparently  normal  throughout.  The  sinus 
from  the  knee  downward  to  its  junction  with  the  hull) 
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was  exposed.  The  dura  covering  the  upper  part  w  as  only 
slightly  changed  from  thai  of  normal,  in  the  fact  that 
it  was  somewhat  lusterless.  About  midway  between  the 
knee  and  hull),  the  dura  was  dark  in  color,  while  from 
this  point  down,  it  looked  grayish  and  flattened.  The  an- 
terior sinus  wall  was  incised  well  below  the  knee,  result- 
ing in  a  free  hemorrhage  from  above,  there  was  no  bleed- 
ing below.  Extending  the  incision  in  the  dural  wall  as 
far  as  the  point  of  exposure  below,  and  introducing  a  cu- 
rette downward  and  then  upward,  was  followed  by  a  free 
hemorrhage,  probably  from  the  inferior  petrosal  sinus. 
No  distinct  clot  could  he  demonstrated,  as  the  rush  of 
blood  upward  was  so  sudden  as  to  prevent  one's  seeing  it, 
but  both  Dr.  Grruening  and  myself  were  satisfied  that  one 
had  existed  and  been  washed  out  by  the  swift  rush  of 
blood  from  below.  Acting  upon  this  belief,  no  further 
search  was  made,  and  the  wound  was  dressed. 

The  left  mastoid  was  then  opened,  and  the  sinus  ex- 
posed. The  mastoid  structure  on  this  side  was  appar- 
ently as  healthy  as  that  on  the  right  had  been.  The  dura 
covering  the  sinus  from  the  knee  to  just  above  the  bulb 
was  exposed,  found  looking  normal,  and  was  not  incised. 

At  the  end  of  the  operation  the  pulse  was  L56  and 
thready.  A  saline  solution  with  half  an  ounce  of  whiskey 
was  placed  in  the  rectum,  and  this  was  all  the  stimula- 
tion needed.  At  the  time  of  the  operation  the  tempera- 
ture was  L05'  K.,  six  hours  later  it  dropped  to  101.2°  ¥. 
There  w  as  a  slight  rise  on  the  following  day  to  108°  F., 
but  from  this  time  on  it  declined  each  day,  until  on  the 
tenth  day  following  the  operation,  it  reached  normal  and 
remained  there. 

The  convalescence  was  rapid,  both  sides  healed  quickly, 
the  left  sooner  than  the  right,  and  the  child  Left  the  hos- 
pital at  the  end  of  the  second  week.  The  hearing  is  nor- 
mal. Below  is  the  temperature  chart  covering  the  period 
from  the  time  the  case  was  first  seen  until  it  reached  nor- 
mal. 


Name 
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CASE  IV. 

W.  L.,  a  girl,  fourteen  months  old,  was  seen  in  con- 
sultation with  Dr.  T.  L.  (Mark  on  Feb.  9,  L904.  The 
history  given  was  that  the  child  had  had  a  running  ear 
for  two  days  with  high  temperature,  but  had  been  well 
previous  to  that  except  for  a  cold  in  the  head. 

Examination  of  the  left  ear  disclosed  a  reddish,  muco- 
purulent discharge  in  the  canal,  with  a  perforation  in  the 
drum  membrane  just  above  the  tympanic  opening  of  the 
Eustachian  tube.  The  drum  was  bulging,  was  incised 
and  a  smear  taken  which  was  submitted  to  Dr.  Sondern 
for  examination,  and  he  reported  that  it  contained  large 
numbers  of  the  staphylococci.  The  temperature  when  I 
first  saw  the  case  was  105.4° F.,  pulse  140.  Eight  hours 
after  the  incision  of  the  drum  membrane,  the  tempera- 
ture dropped  to  10l°E.  and  remained  in  thisi  vcinity  for 
nearly  ten  hours,  when  it  rose  abruptly  to  L04.6  F.  The 
right  ear  was  negative,  and  there  were  no  signs  indica- 
tive of  mastoid  trouble  on  the  left  side.  Four  hours 
later  the  temperature  dropped  to  99.8  F.  The  left  ear 
was  still  discharging  freely  and  the  discharge  was  blood- 
stained. Seven  hours  later  there  was  a  sudden  rise  in 
temperature  to  105. 8°F.  and  the  child  was  exceedingly 
restless.    The  pulse  was  rapid,  1(52  per  minute. 

A  diagnosis  of  bulb  involvement  was  made,  but  the 
parents  wished  to  postpone  an  operation  for  twenty-four 
hours,  in  the  hope  that  an  improvement  in  the  child's 
condition  might  take  place.  In  the  next  twenty-four 
hours  there  were  three  abrupt  rises  and  falls  in  the 
temperature,  the  variations  being  recorded  in  the  chart 
which  I  show  you. 

At  the  end  of  the  twenty-four  hours'  delay  asked  for, 
the  temperature  was  104. (5  F.,  pulse  L58  and  not  of. good 
character,  the  left  ear  was  still  discharging  freely,  and 
there  was  no  apparent  involvement  of  the  mastoid  on 
that  side.  The  right  ear  was  negative.  A  blood  count 
was  made,  showing  a  leucocytosis  of  21, son,  w  ith  a  poly- 
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nuclear  percentage  of  86,  and  malaria  and  typhoid  tests 
were  negative.  All  other  diseases  being  reasonably  ex- 
eluded,  consent  to  operate  was  given. 

Operation. — The  mastoid  was  opened  and  found  per- 
fectly normal.  The  sinus  was  exposed  from  the  knee 
above  to  the  region  of  the  bulb  below,  and  did  not  look 
unhealthy,  except  in  its  lower  third,  which  was  luster- 
Jess.  There  was  none  of  the  grayish  color  noticed,  as 
reported  in  the  other  cases.  The  dura  covering  the  lower 
third  was  incised,  pressure  being  exerted  above  to  pre- 
vent the  How  from  the  distal  end,  and  a  few  drops  of 
light-colored  serum  escaped.  Forceps  were  introduced, 
and  a  firmly  organized  clot,  a  little  over  half  a  inch  long, 
was  extracted.  This  clot  was  a  reddish  brown  in  color 
and  adherent  to  it  were  grayish  particles  of  fibrin.  The 
curette  was  cautiously  used,  and  resulted  in  a  further 
removal  of  several  small  particles  of  clot,  similar  to  that 
lirst  taken  out.  This  removal  was  followed  by  a  fairly 
active  hemorrhage.  The  wound  was  dressed  and  the 
patient  returned  to  bed.  Half  an  hour  later  there  was  a 
sudden  collapse,  and  it  was  only  by  the  most  active 
measures  being  instituted  that  we  were  able  to  keep  her 
alive.  Andrenalin  chloride  was  used  freely,  and  it  was 
to  this  stimulant  that  1  believe  we  owe  her  recovery. 
We  used  it  both  hypodermatical ly  and  in  the  rectum. 
For  the  next  twenty-four  hours,  following  this  collapse, 
she  was  extremely  weak,  hut  after  this  gained  a  little  in 
strength  each  day. 

Two  hours  after  operation  the  temperature  dropped  to 
102.4°  F.,  but  when  taken  three  hours  later  it  had  risen  to 
105.5°  F.,  and  the  pulse  was  164.  From  this  time  the 
temperature  showed  no  marked  fluctuations,  and  on  the 
eighth  day  after  operation  it  reached  normal,  and  save 
for  slight  variations  thereafer,  remained  so.  The  wound 
healed  in  six  weeks,  and  the  ear  ceased  discharging  after 
the  third  dressing.    Hearing  was  apparently  normal. 


Name  W.  /,.    Case  IV.    Date  Feb.  9,  1004. 
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The  dot  which  was  submitted  to  Dr.  Sondern  for  ex- 
amination was,  after  a  culture  had  been  taken,  found  to 
contain  large  numbers  of  the  staphylococci. 

The  absence  of  marked  dura!  signs  in  tins  case,  1  be- 
lieve to  be  due  to  the  fact  of  the  operation  having  been 
done  early,  before  such  changes  had  had  time  to  take  place. 
This  fact  was  responsible  also,  I  believe,  for  the  firm  clot 
found,  as  in  all  probability  if  not  exposed  until  several 
days  later,  evidence  of  disintegration  would  have  been 
present . 

CASE  V. 

M.  W.,  girl,  seventeen  months  old,  was  seen  in  con- 
sultation with  Dr.  Charles  (i.  Kerley  on  January  17,  1904. 
'I'lie  baby  had  had  measles  tor  ten  days  with  a  tempera- 
ture fluctuating  between  99  E.  and  102°  F.  During  the 
past  lour  hours  there  had  been  a  sudden  rise  to  104°  F  and 
Dr.  Kerley  thought  the  ears  might  be  the  cause  of  the 
increased  temperature.  Examination  of  the  right  ear 
showed  a  bulging  drum  membrane,  which  was  incised  and 
pus  evacuated.  The  left  ear  was  negative.  Bacteriolog- 
ical examination  of  the  discharge  showed  large  numbers 
of  the  streptococci,  there  were  also  a  few  pneumococci 
present. 

Following  the  incision  of  the  drum  membrane,  there 
was  a  drop  in  the  temperature  to  100.6°  F.  Four  hours 
later  it  arose  to  104  F.  again,  and  this  was  quickly  follow- 
ed by  a  drop  to  99.8'  F.  During  the  next  day  there  was 
a  sharp  rise  in  temperature  to  104.2°  F.,  and  at  this  time 
the  left  ear  gave  evidence  of  involvement,  and  the  drum 
membrane  on  that  side  was  opened  and  serum  allowed  to 
escape.  This  serous  discharge  was  examined  bacteriolog- 
ically,  and  found  to  contain  both  streptococci  and  staphy- 
lococci, the  former  predominating.  For  the  next  four 
days  the  temperature  changes  were  rapid  and  fluctuat- 
ing, t  he  highest  point  reached  being  105°  F.  and  the  low- 
est 96.8°  F.,  as  you  will  observe  by  a  study  of  t  he 
temperature  chart. 
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Repeated  examinations  of  the  cars  and  mastoids  failed 
to  demonstrate  any  disease  of  these  structures.  At  this 
time  the  left  ear,  as  well  as  the  right,  was  discharging 
pus.  A  blood  count  was  taken  and  showed  a  leukocytosis 
Of  27,300.  Malaria  and  typhoid  tests  were  negative. 
Polynuclear  count  showed  88%. 

A  diagnosis  of  bulb  involvement  was  made.  Dr. 
Grruening  was  asked  to  see  the  child  in  consultation, 
and  concurring  in  the  diagnosis,  advised  an  immediate 
operation.  The  operation  was  done  while  the  tempera- 
ture was  L04.8  F.  The  mastoid  on  the  right  side  was 
opened,  and  save  for  some  granulation  tissue  in  the  an- 
trum, was  apparently  normal.  The  sinus  was  exposed 
over  the  usual  area.  The  dura  covering  it  was  dark  over 
the  upper  two-thirds  of  its  exposure,  the  portion  near  the 
bulb  being  almost  white  in  color  and  flattened.  The  an- 
terior sinus  wall  was  incised,  and  there  were  a  few  drops 
of  reddish  grumous  looking  material  evacuated.  The 
passage  of  a  curette  upward  toward  the  distal  end  was 
followed  by  tree  hemorrhage.  From  the  bull)  region  of 
the  sinus  particles  of  broken-down  clot  with  pus.  were 
removed.  Portions  of  the  clot  and  broken-down  material, 
as  they  were  removed,  were  covered  with  pus. 

Owing  to  the  critical  condition  of  the  patient  at  this 
time  it  was  deemed  unadvisable  to  proceed  with  the 
operation  any  farther,  as  the  anaesthetist  said  the  child 
could  not  stand  it.  There  was  no  How  of  blood  from  the 
region  of  the  bulb.  The  wound  was  hastily  dressed,  but 
even  before  this  could  be  finished  the  little  patient  was 
in  a  state  of  collapse,  and  it  was  nearly  two  hours  before 
there  was  any  marked  response  to  our  efforts  at  stimula- 
tion. 

During  the  six  days  following  the  operation  the  tem- 
perature ranged  between  99°  F.  and  101°  F.,  and  the  child 
was  apparently  doing  well,  took  plenty  of  nourishment 
and  gained  in  strength.  Twice  during  this  period  per- 
mission was  asked  to  complete  the  operation,   but  the 
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parents  were  reluctant  to  have  anything  further  done, 
particularly  as  she  seemed  to  be  getting  on  so  nicely. 

On  the  evening  of  the  sixth  day  following  the  operation 
there  was  a  rise  of  temperature  from  99°  F.  to  102. 1  K., 
and  upon  inspecting  the  wound  there  was  distinct  evi- 
dence of  an  encephalitis  present.  The  child  became  ex- 
tremely restless  and  irritable,  vomited  several  times  and 
showed  all  the  signs  of  brain  irritation.  From  this  time 
until  death  occurred,  which  was  twelve  days  later,  mak- 
ing eighteen  days  from  the  time  of  the  operation,  the 
case  did  badly.  During  the  last  six  days  the  child  was 
unconscious  most  of  the  time.  A  study  of  the  chart  will 
show  the  high  temperature  range  for  those  days  as  wtdl 
as  for  the  days  prior  and  subsequent  to  the  operation. 
Report  upon  the  clot  submitted  for  examination,  showed 
large  foci  of  pus,  and  a  culture  taken  showed  a  growth  of 
streptococcus  pyogenes  in  large  numbers. 

Whether  or  not  this  case  would  have  survived  had  we 
been  able  to  complete  the  operation  at  the  first  sitting,  I 
am  unable  to  say,  but  I  believe  the  result  would  have 
been  more  favorable  had  this  been  done,  for  the  follow- 
ing reason.  When  a  disintegrated  clot,  or  such  a  clot 
with  pus  has  been  present,  it  has  always  been  my  prac- 
tice to  ligate  and  resect  the  internal  jugular  vein,  so 
as  to  prevent  as  much  as  possible  any  infective  mate- 
rial reaching  the  general  system  through  the  medium 
of  this  channel.  There  was  certainly  a  focus  of  infec- 
tion in  the  bull),  which  could  easily  have  produced  an 
encephalitis  of  the  cerebellar  tissue,  which  was  the  site 
involved. 

CASE  VI. 

G.  U.,  a  baby  girl,  six  months  old,  was  seen  in  consul- 
tation with  Dr.  George  Gray  Ward,  on  Oct.  (>,  1904.  The 
history  given  was  that  the  child  for  six  days  had  been 
running  an  unusually  high  temperature  which  could  not 
be  accounted  for.    The  baby  had  been  well  previously, 
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except  for  some  intestinal  disturbance  a  few  weeks  be- 
fore. Examination  of  the  right  ear  disclosed  a  bulging 
drum  membrane,  the  left  oar  presented  a  normal  appear- 
ance save  Tor  a  little  congestion  along  the  handle  of  the 
malleus.  The  right  drum  was  incised,  and  pus  evacuated. 
Bacteriological  examination  of  this  pus  showed  the  pre- 
dominating infection  to  be  that  of  the  streptococcus. 

The  temperature  elevation  at  the  time  of  the  drum 
incision  was  LOS.^F.  Five  hours  later  it  had  dropped 
to  LOO. 2  K.  During  the  next  six  hours  there  was  an 
abrupt  rise  to  105.8°  F.,  and  an  equally  rapid  decline 
four  hours  later  to  99.8°  F.  The  child  w  as  very  pale, 
refused  all  nourishment,  and  the  pulse  was  1(50  per  min- 
ute and  of  poor  quality.  In  six  hours  the  temperature 
had  again  risen  to  105:2  F.  and  the  right  ear  was  dis- 
charging freely.  The  left  ear  was  now  examined  and 
the  redness  was  found  to  have  increased  over  the  whole 
membrane,  and  there  was  some  fullness  in  the  posterior 
quadrant. 

The  left  drum  membrane  was  now  incised,  but  only 
serum  evacuated.  Examination  of  the  serous  discharge 
showed  a  mixed  infection.  Eight  hours  later  the  tem- 
perature had  declined  to  98.8°F.,  but  was  followed  in 
six  hours  by  a  very  abrupt  rise  to  10(5. 5°  F.  No  other 
condition  being  present  that  could  account  for  this  un- 
usual temperature,  a  diagnosis  of  bulb  involvement  was 
made,  and  an  operation  proposed  and  accepted. 

Operation.  —  The  sinus  was  rapidly  exposed,  going 
through  a  perfectly  normal  mastoid,  macroscopically 
speaking.  It  was  opened  about  an  inch  above  the  point 
where  it  enters  the  bulb,  a  free  hemorrhage  taking  place 
from  above,  but  only  a  few  drops  escaping  below.  A  clot 
was  extracted  below,  covered  with  a  grayish,  fibrinous 
deposit.  The  extraction  of  this  clot  was  followed  by  a 
free  hemorrhage.  The  child  bore  the  operation  well,  but 
never  regained  consciousness,  dying  five  hours  later.  One 
hour  before  she  died  the  temperature  was  L07.6  F.  and 
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was  not  again  taken  before  death.  The  chart  I  show  you 
registers  the  temperature  changes  both  during  the  three 
days  before  the  case  was  under  my  observation  and  the 
Pour  days  subsequent.  Examination  of  the  clot  showed  a 
number  of  large  foci  of  pus.  A  culture  made  from 
the  clot  showed  a  very  large  growth  of  streptococcus  pyo- 
genes. 

The  question  may  be  asked  why  I  did  not  proceed  to 
expose,  ligate  and  resect  the  internal  jugular  vein  in 
these  cases,  when  it  was  found  that  a  clot  existed  in  the 
region  of  the  bulb,  requiring  considerable  manipulation 
to  remove.  Had  I  not  been  able  to  restore  the  circulation 
here,  1  would  have  done  so  in  four  of  the  cases,  but  in 
two  of  them  such  a  procedure  would  have  been  exceed- 
ingly unwise  owing  to  the  extremely  weakened  condition 
of  the  patients,  and  would  have  resulted  in  their  deat  hs 
on  the  operating  table. 

The  fact  that  we  get  a  so-called  return  How  of  blood 
from  the  bulb  region  is  not  evidence,  however,  that  the 
vein  is  Tree  from  obstruction,  for  the  blood  current  that 
makes  its  appearance  in  this  region  is  usually  from  the  pe- 
trosal sinus  and  not  from  the  vein.  I  have  recently  had 
three  practical  demonstrations  of  this  in  patients  w  here 
t  he  veins  had  been  ligated  and  resected  prior  to  the  sinus 
having  been  opened,  and  yet  w  hen  the  bulbous  end  of  the 
sinus  was  opened  and  the  clots  removed,  hemorrhage  took 
place  in  each  instance  and  was  quite  as  profuse  as  that  I 
have  seen  when  the  vein  was  intact  and  supposedly  car- 
rying on  its  usual  function.  So  that  in  the  cases  where 
we  obtain  free  hemorrhage  below,  we  can  never  be  sure 
that  all  infective  material  has  been  removed,  for  it  is  an 
absolute  impossibility  to  pass  a  curette  from  above  into 
the  jugular  bulb,  and  in  all  probability  a  large  number  of 
our  cases  operated  upon  without  ligation  of  the  vein,  have 
some  infective  material  left  in  this  region,  not,  however, 
in  such  quantity  that  the  system  cannot  care  for  it,  as 
were  this  so  these  cases  would  all  be  fatal. 
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I  believe  thai  in  the  average  case  of  sinus  or  l>ull>  in- 
volvement, it  is  wiser  to  ligate  and  resect  the  vein  it'  the 
patient's  condition  will  admit  of  it.  Certainly,  in  a  case 
of  infected  sinus  or  bull)  thrombosis,  I  feel  easier  as  far 
as  the  patient's  future  safety  is  concerned,  if  this  port  of 
ent  rv  is  obliterated. 

While  four  of  the  cases  reported  recovered  without 
ligation  being  resorted  to,  it  was  largely  due,  1  believe, 
to  the  fact  that  an  early  operation  was  done,  rather  t  han 
that  all  the  infective  material  had  been  removed,  for 
when  we  have  a  post-operative  varying  temperature 
curve,  it  means  that  there  is  still  some  infective  mate- 
rial being  displaced  from  time  to  time.  The  patients 
improve  notwithstanding,  because  the  major  portion  of 
the  infective  material  has  been  removed,  and  the  sys- 
tem, thus  strengthened,  is  enabled  successfully  to  care 
for  that  remaining.  In  young  children  the  time  element 
is  one  that  enters  largely  into  a  favorable  prognosis,  for 
the  shorter  the  time  that  we  keep  our  patients  on  the 
operating  table,  the  quicker  will  be  their  convalescence. 

In  closing  I  wish  to  say  a  word  of  warning  about  delay 
in  these  cases.  Eliminate  if  possible,  all  other  causes, 
and  if  this  can  be  done,  then  we  must  return  to  the 
original  focus  of  infection,  and  follow  this  up  until  the 
cause  of  the  trouble  is  found.  During  the  remissions  of 
temperature,  we  should  not  be  led  astray  by  the  patient's 
apparent  improvement  and  good  general  condition,  for  it 
is  characteristic  of  this  disease  that  they  appear  so  at 
this  stage.  I  am  convinced  that  our  results  would  be 
better  did  we  operate  during  the  temperature  remissions, 
than  when  it  is  high,  for  if  operation  takes  place  while 
the  temperature  is  low,  certainly  the  system  has  more 
reactive  power,  there  is  less  depression,  and  a  more  rapid 
convalescence  is  obtained. 


SEVEN  CASES  OF  THROMBOSIS  OF  THE  LATERAL 
SINUS,  LIGATION  OF  THE  INTERNAL  JUGULAR. 
RECOVERY  IN  ALL. 


Eugene  A.  Crockett,  M.  D.,  Boston,  Mass. 

The  seven  cases  which  I  report  today  are  consecutive 
and  represent  all  the  lateral  sinus  thrombosis  which  1 
have  seen  in  the  last  year.  My  excuse  for  reporting  them 
in  detail  is  that  some  of  them  are  unusual  in  symptom- 
atology, and  some  rather  severe  in  their  course,  and  that 
they  represent,  to  my  mind,  a  strong  argument  for  the 
early  operation  and  particularly  for  the  necessity  of  ligat- 
ing  the  internal  jugular  vein  as  a  preliminary  step  to 
removing  a  thrombus  from  the  region  of  the  lateral  sinus, 
not  only  to  prevent  metastasis  by  dislodging  a  portion  of 
the  thrombus,  but  also  to  prevent  a  general  septicaemia 
by  interrupting  the  only  road  by  which  septic  products 
from  the  lateral  sinus  seem  to  be  taken  in  to  the  circula- 
tion. In  fact,  the  third  case  which  I  report-  shows  that  if 
the  internal  jugular  vein  is  ligated  a  septic  thrombus 
may  remain  in  the  upper  portion  of  the  jugular  and  the 
lateral  sinus  and  be  absorbed  without  any  other  had 
results  than  a  slight  septic  temperature  and  fever  and 
malaise  for  a  few  days,  with  some  cellulitis  in  the  neck. 
It  is  my  opinion  that  the  operation  of  complete  removal 
of  the  thrombosed  portion  of  the  vein,  which  certainly  is 
an  operation  of  much  greater  magnitude  than  simple 
ligation  of  the  internal  jugular,  is  unnecessary  except, 
perhaps,  in  very  extreme  cases— personally  1  have  never 
performed  it. 

The  operative  procedure  followed  in  these  cases  was, 
first  having  established  the  presence  of  a  thrombus  in  the 
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lateral  sinus  by  incision  or  exploratory  puncture,  to  then 
tie  the  internal  jugular  at  a  point  below  the  thrombiis, 
or,  as  in  case  I,  through  a  firm  red  thrombus  and  below 
the  point  of  softening.  Two  ligatures  are  then  placed 
about  the  vein  and  the  portion  between  cutout  for  micro- 
scopical examination.  This  in  case  VII  proved  a  most 
important  matter.  The  ligatures  of  the  upper  portion  of 
the  vein  are  brought  out  through  the  neck  wound  and 
form  a  natural  drainage  tube;  the  neck  is  otherwise 
sewed  up.  The  lateral  sinus  is  then  opened  and  curetted 
out  and  a  gauze  wick  drain  placed  in  it. 

This  procedure  I  have  performed  in  four  cases  prior  to 
these  here  reported,  making  eleven  consecutive  cases, 
and  all  have  recovered,  making,  I  think,  a  much  better 
showing  for  the  operation  than  in  the  simple  removal  of 
thrombus  from  the  lateral  sinus  without  ligation.  As  far 
as  the  ligation  of  the  internal  jugular  goes,  in  simple 
cases  it  may  be  done  in  ten  minutes  without  any  shock  to 
the  patient.  When,  however,  there  is  extensive  celluli- 
tis in  the  neck  and  infected  swollen  glands  outside  and 
inside  the  sheath  of  the  vessels,  the  operation  may  re- 
quire forty-five  to  sixty  minutes  and  be  one  of  great  diffi- 
culty to  the  operator,  but  even  here  I  claim  that  the 
stress  is  entirely  on  the  operator  and  that  the  patient  has 
no  increase  of  risk  in  consequence  of  the  prolonged  opera- 
tion. When  the  jugular  is  firmly  thrombosed  and  cord- 
like it  may  be  very  difficult  to  identify  from  other  struc- 
tures in  the  neck.  This  several  times  caused  me  to  won- 
der whether  I  was  ligating  a  small  cord-like  jugular  or 
the  pneumogastric. 

I  regard  the  success  of  these  operations  as  entirely  due 
to  the  fact  that  the  jugular  was  ligated  early  and  it 
should,  in  my  opinion,  always  be  done  before  the  patient 
has  had  more  than  three  or  four  days  of  high  temperature" 
and  chills,  and  before  metastasis,  in  which  case  recovery 
may  be  regarded  as  practically  certain. 

Among  early  symptoms,  beyond  chills  and  high  tern- 
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perature,  which  are  nearly  always  seen,  I  think  the  most 
diagnostic  is  optic  neuritis,  w  hich  occurs  much  more  fre- 
quently in  thrombosis  than  in  cerebral  abscess  or  menin- 
gitis. It  occurred  before  operation  in  two  out  of  seven, 
and  after  operation  in  two  more.  The  cording  in  the  neck 
and  tenderness  along  the  jugular  only  occurred  in  two 
cast's  and  in  all  was  due  to  the  presence  of  infected  glands 
near  the  sheath.  Cellulitis  in  the  neck  is  nearly  always 
present  as  a  later  symptom.  Tenderness  far  back  on  the 
mastoid  over  the  course  of  the  lateral  sinus  may  be  an  aid 
in  diagnosis. 

CASE  [. 

V  .  T.,  8  years  old.  Otorrhea  since  infancy ;  severe  pain 
last  three  days  after  tonsilitis,  with  mastoid  tenderness, 
right  ear:  drum  membrane  red,  swollen,  and  bulging; 
perforation  not  made  out;  mastoid  tenderness  over  ant- 
rum and  tip;  posterior  canal  wall  edematous ;  tempera- 
ture 99°. 

On  November  8th,  1904,  a  mastoid  operation  was  done 
by  Dr.  Wales,  assistant  surgeon  to  the  Ear  and  Eye 
Infirmary,  and  an  extra  dura!  abscess  opened  with  a  pyog- 
enic membrane  over  the  lateral  sinus  for  one-half  inch. 
On  the  next  day  patient-  complained  of  headache  and 
slight  tenderness  on  the  right  side  of  the  neck.  Exami- 
nation showed  marked  double  optical  neuritis.  On  the 
L3th  of  November  headache  still  persisted;  there  was 
pain  and  tenderness  of  the  right  elbow  joint;  swelling 
and  induration  of  the  neck  over  the  sternocleidomastoid 
muscle  from  the  mastoid  to  the  clavicle;  patient  would 
not  move  the  head  at  all  on  account  of  pain;  all  the 
reflexes  were  increased;  Koenig's  sign  was  present; 
leukocytosis  was  14,000,  but  still  no  temperature. 

I  operated  making  an  incision  of  four  centimeters  long 
on  the  external  border  of  the  sternocleidomastoid  muscle, 
free  pus  was  found    over   the    deep  vessels.     Two  large 

softened  glands  were  removed  from  the  vessel  sheath: 
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the  jugular  vein  was  then  exposed,  there  was  no  blood  in 
it,  it  was  firm  and  cord-like,  l>ut  not  softened;  two  Liga- 
tures were  passed  about  it  and  a  portion  was  incised  at 
the  level  of  the  cricoid  cartilage.  The  skull  was  then 
opened  backward  from  the  mastoid  well  down  to  the 
occipital  region,  with  a  rongeur.  The  lateral  .sinus  was 
exposed,  it  was  dark,  non-pulsating,  and  covered  with  a 
fibrous  exudate  one-quarter  of  an  inch  thick  which  was 
readily  scraped  oil';  if  was  opened  and  a  large  amount  of 
thrombus  removed  backward  toward  the  torcular,  no 
hemorrhage.  A  gauze  drain  was  placed  in  the  cavity  of 
the  sinus.  The  tenderness  and  redness  in  the  elbow 
joint  persisted  for  10  days  after  the  operation. 

Patient  steadily  improved  and  was  discharged  three 
weeks  after  the  operation  with  the  wounds  firmly  healed, 
both  of  the  mastoid  and  the  neck.  Slight  optic  neuritis 
still  persisted  until  two  and  one-half  months  after  the 
operation. 

CASE  11. 

I).  (■.,  15  years  old.  The  patient  showed  on  first  exami- 
nation an  open  scar  from  a  Wilde's  incision  which  had 
been  performed  two  months  before.  There  was  marked 
swelling  in  front  and  behind  the  auricle  and  over  the 
mastoid,  with  a  history  of  severe  pain  in  head  for  one 
month;  the  middle  ear  was  discharging  freely  ;  leukocy- 
tosis 7,700. 

On  Nov.  11th,  on  exposing  the  bone  a  sinus  was  found 
in  the  mastoid  1?  centimeters  long  and  3  centimeters 
wide.  Simple  mastoid  operation  was  done  and  the  lat- 
eral sinus  was  not  exposed.  On  the  fourth  day  afterward 
thi'  middle  ear  became  dry.  From  then  until  Dec.  8th, 
the  mastoid  wound  healed  rapidly,  but  the  patient 
always  complained  of  slight  frontal  and  occipital  head- 
ache, was  occasionally  nauseated,  and  was  tender  on 
pressure  immediately  posterior  to  the  mastoid.  She 
had   no  other  symptoms  until  Dec.  8th,  when  she  had 
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attacks  of  vomiting,  with  chill;  increase  of  headache; 
her  temperature  rose  to  102°;  she  was  tender  over  the 
line  Of  the  internal  jugular  and  lateral  sinus;  fundus 
oculi  negative. 

Operated  on  Dec.  9th.  Mastoid  wound  was  reopened, 
lateral  sinus  was  exposed,  dark  in  color  and  firm  to 
touch,  did  not  bleed  on  incision,  incision  in  the  neck 
5  centimeters  long  on  the  e'xternal  border  of  the  ster- 
nocleidomastoid muscle.  Several  infected  glands  were 
removed  from  the  carotid  sheath,  in  removing  the  last 
of  which  the  internal  jugular  was  torn  and  there  was  a 
very  free  hemorrhage,  in  consequence  of  which  every- 
thing was  ligated  en  masse  without  investigation.  The 
lateral  sinus  was  then  opened  and  was  found  partially 
thrombosed.  The  following  day  after  a  chill,  the  tem- 
perature rose  to  104£°,  and  a  second  time,  after  chill,  to 
111!  ;  leukocytosis  L3,600. 

On  the  13th  of  December  the  neck  was  tremendously 
swollen  and  indurated  so  that  it  was  almost  level  from 
the  point  of  the  shoulder  to  the  mastoid  and  down  in 
front  to  the  second  rib;  she  complained  of  severe  pain  in 
the  back  and  chest,  the  whole  presenting  a  picture  of 
extreme  cellulitis  of  the  neck.  The  patient  had  marked 
dyspnea  and  could  not  breathe  lying  down.  An  examina- 
tion of  the  throat  showed  a  large  retropharyngeal  abscess 
and  a  bulging  of  both  lateral  walls  of  the  larynx.  The 
original  incision  in  the  neck  was  reopened  and  extended; 
the  deep  tissues  were  found  to  be  very  friable,  almost 
gangrenous,  and  infiltrated  with  pus.  Six  to  eight 
ounces  of  very  foul  pus  was  removed  from  the  lateral 
wall  of  the  larynx  and  the  deep  fascia,  and  the  finger 
could  be  passed  to  the  median  line  in  the  posterior  wall 
of  the  pharynx  emptying  the  retropharygeal  abscess. 
Several  drainage  tubes  were  put  in  and  as  the  patient 
was  in  bad  condition  it  was  deemed  better  to  suspend 
operat  ion  at  this  point . 

On  the  following  days  she  had  a  marked  oedema  of  the 


5)4 


CROCKKTT. 


larynx  and  it  was  a  question  whether  tracheotomy  was 
not  necessary,  hut  my  house  surgeon,  Dr.  Tobey,  opened 
under  ethyl-chloride  a  superficial  fluctuating  swelling  in 
I  he  median  line  between  the  first  and  second  ribs.  Two 
(unices  of  pus  was  evacuated  and  a  drainage  tube  was 
passed  three  inches  upward  and  inward,  evidently  to  the 
lateral  wall  of  the  larynx. 

In  the  next  live  days  her  temperature  varied  between 
L04  and  106.5°,  never  less  than  104°.  She  had  frequent 
chills;  was  actively  delirious  and  retained  nothing  ex- 
cept by  rectal  feeding,  vomiting  constantly;  the  white 
count  was  2:5,500,  but  she  steadily  improved.  Her  tem- 
perature gradually  dropped  and  she  was  able  to  sit  up  by 
t  he  middle  of  January. 

CASE  III. 

J.  0.,  20  years  old.  History  could  not  he  obtained  as 
she  was  an  Armenian  and  could  not  speak  English.  A 
friend  who  came  with  her  said  she  had  had  severe  pain 
and  mastoid  tenderness  for  four  days.  Right  ear,  drum 
membrane  was  pale  and  swollen,  not  discharging;  mas- 
toid was  tender  over  the  tip  and  antrum,  and  oedematous  ; 
leukocytosis  count  was  12,000.  Patient  was  eight  months 
pregnant. 

Simple  mastoid  operation  was  done  by  Dr.  Powers  and 
somewhat  to  our  surprise  an  extra-dural  abscess  over  the 
sinus  was  exposed.  A  large  quantity  of  pus  was  evac- 
uated at  a  point  two  centimeters  back  of  the  normal  mas- 
toid boundary;  lateral  sinus  was  covered  with  pus  and 
granulations  for  a  distance  of  three  centimeters.  The 
wound  was  packed.  The  following  day  her  temperature 
rose  to  102°  after  a  chill,  and  on  the  second  day  after 
the  operation  again  to  102'  ;  t  he  neck  was  tender  over  the 
jugular;  the  fundus  oculi  were  negative;  the  leukocyte 
could  was' 1('),N00. 

I  operated  after  a  chill  on  the  second  day.  An  incision 
was  made  live  centimeters  long  on  the  external  border 
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of 'the  sternocleidomastoid  muscle.  The  jugular  sheath 
was  covered  by  a  large  accessory  thyroid  and  under  that 
by  several  large  infected  glands  ;  the  lat  ter  were  removed 
and  the  jugular  ligated  above  the  level  of  the  cricoid 
cartilage;  the  facial  vein  was  also  ligated  and  the  wound 
closed.  The  following  day  her  temperature  went  to  103 
without  chill  and  she  was  delivered  of  a  four  pound  baby, 
which  lived  and  did  well.  She  had  no  further  complica- 
t  ions. 

Her  temperature  varied  until  December  3d,  between 
L00c  and  104  on  this  day  examination  of  the  fundus  oculi 
showed  a  beginning  optic  neuritis.  After  December  Nth, 
her  temperature  was  normal  and  remained  so.  She  sat 
up  on  December  18th  and  was  discharged  from  the  house 
on  December  31  st.  Her  neck  and  mastoid  wounds  were 
(irmly  healed  at  this  time;  the  middle  ear  hearing  nor- 
mal; drum  membrane  healed.  She  still  had  an  optic 
neuritis  which  disappeared  sometime  between  the  first  of 
January  and  the  first  of  February. 

CASE  IV. 

.1.  S.,  IS  years  old.  Admitted  June  29th.  Drum  mem- 
brane was  thick,  red,  and  large  perforation;  middle  ear 
filled  with  pus  and  cholesteatoma ;  there  was  a  perfora- 
tion of  the  posterior  superior  wall  of  the  canal,  with  a 
sinus  leading  directly  into  the  mastoid  from  which  came 
pus  and  cholesteatoma. 

1  operated  on  June  30th,  intending  to  do  a  simple 
mastoid.  A  chip  of  cortex  was  removed  with  the  chisel 
one  millimeter  thick  and  one  centimeter  long,  just  below 
the  supra-meatal  spine  and  close  to  the  posterior  wall  of 
t  he  canal,  the  chisel,  much  to  my  astonishment  opening 
the  lateral  sinus  with  a  fine  free  hemorrhage.  The  lateral 
sinus  was  found  to  be  one  millimeter  below  the  cortex, 
•  dose  against  the  canal  wall  directly  in  from  the  spinal 
meatus.  I  plugged  the  sinus,  pulled  it  upward  and  for- 
ward with  a  retractor  and  opened  a  large  mastoid  cavity 
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filled  with  a  piece  of  cholesteatoma  as  large  as  the  last 
joint  of  the  thumb,  the  mastoid  being  internal  to  a  pro- 
jection of  the  posterior  cerebral  lobe,  which  had  to  be 
pulled  upward  with  a  retractor  and  the  bone  then  opened 
from  behind  forward.  The  mastoid  and  sinus  were  then 
packed  and  the  wound  dressed.  An  examination  of  the 
pus  from  the  mastoid  showed  streptococcus  infection. 

On  July  13th  the  patient  complained  of  severe  head- 
ache, vomited,  had  a  chill,  her  temperature  went  to  L03'  . 
On  the  14th  vomited  at  intervals;  temperature  varied  be- 
tween 1 01  and  104°;  pulse  was  80;  and  there  was  frontal 
and  occipital  headache. 

I  operated  again  on  July  14th.  The  old  wound  was  re- 
opened and  the  lateral  sinus  further  exposed  upward  and 
downward,  with  removal  of  bone  with  rongeur;  it  was 
incised  about  the  middle  of  the  exposed  portion  and  a  firm 
red  thrombus  curetted  out,  after  which  free  bleeding 
followed.  A  small  amount  of  pus  was  removed  from  the 
sigmoid  gland  next  to  the  sinus.  The  following  day,  July 
16th,  the  temperature  fell  to  101°,  rose  on  July  17th  to 
104°,  and  on  July  19th,  after  chill,  to  103°.  There  was 
frontal  headache,  optic  neuritis,  and  tenderness  along  the 
jugular. 

On  July  20th  I  operated  a  third  time  and  tied  the  in- 
ternal jugular  just  above  the  omohyoid;  the  vein  was  full 
of  blood,  and  very  easily  tied,  the  operation  taking  about 
ten  minutes.  The  patient  did  well  subsequently  and  was 
discharged  from  the  hospital  Aug.  16th. 

CASE  V. 

S.  G.,  21  years  old.  Admitted  Dec.  7th,  1904.  Pain 
in  the  left  ear  five  days ;  mastoid  tenderness  three  days; 
drum  membrane  was  red,  bulging,  with  a  small  anterior 
perforation  ;  tenderness  over  the  antrum  and  tip  of  mas- 
toid ;  evidently  an  acute  suppurative  middle  ear.  White 
count  8400.  Paracentesis  was  done  under  gas  and  a  Lei- 
ter  coil  put  on. 
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On  Doc.  L3th  the  Leiter  coil  was  omitted.  Middle  ear 
was  dry  on  the  14th.  On  the  l(>th  patient  had  a  chill, 
temperature  rose  to  103  (it  had  previously  been  normal;  ; 
frontal  headache ;  fundus  oculi  normal.  Dec.  17th,  tem- 
perature was  101°  in  the  morning  and  in  the  afternoon 
103^°,  after  chill ;  no  Plasmodium  of  malaria  round.  On 
Dec.  18th  temperature  was  again  lo;i  ,  after  chill;  there 
was  slight  tenderness  over  the  tip  of  mastoid,  but  very 
slight. 

It  will  be  seen  that  this  patient  omitted  practically  all 
symptoms  except  chill,  temperature  and  headache.  White 
count  was  only  8400.  The  middle  ear  was  dry  and  the 
mastoid  only  slightly  tender,  and  not  oedematous.  Her 
general  condition,  however,  was  not  good,  and  on  Dec. 
13th,  after  three  days  of  chill  and  temperature,  I  decided 
to  do  an  exploratory  mastoid  operation. 

The  mastoid  hone  was  inflamed  and  hied  freely,  hut 
contained  no  pus  or  granulations;  the  lateral  sinus  was 
very  superficial,  it  was  exposed  about  two  and  one  half 
inches  and  incised.  There  was  a  very  slight-  hemorrhage, 
which  stopped  after  a  few  seconds,  and  without  packing. 
1  made  a  second  incision  in  the  same  place  with  the  same 
result.  Finding  it  thrombosed,  I  then  abandoned  this 
portion  of  the  operation,  made  the  usual  incision  in  the 
needs,  and  ligated  the  internal  jugular  below  and  above 
the  entrance  of  the  facial,  which  w  as  also  ligated.  She 
had  a  slight  septic  abscess  of  the  neck,  with  some  pain 
and  stillness  of  motion,  but  was  discharged  with  every- 
thing healed  on  the  23d  of  January. 

CASE  VI. 

T.  D.  Discharge  from  left  ear  August  1st,  1904,  last- 
ing two  or  three  weeks.  About  Aug.  15th  severe  pain 
in  the  ear  and  swelling  of  both  auricle  and  mastoid, 
mastoid  tenderness.  Paracentesis  was  done  and  a  Leiter 
coil  put  on.  On  the  19th  of  August  a  simple  mastoid  op- 
eration was  done  by  the  surgeon  on  duty;   the  lateral 
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sinus  was  unusually  far  anterior  and  was  uncovered  for 
about  one  centimeter;  the  dura  was  exposed  for  about 
five  centimeters,  opening  up  the  middle  cerebral  fossa, 
and  the  antrum  was  opened.  The  wound  (dosed  much  as 
usual  and  the  middle  ear  became  dry,  but  the  patient 
always  complained  of  more  or  less  pain  in  the  region  of 
the  mastoid  and  in  the  head. 

1  first  saw  her  in  the  November  following.  Her  canal 
was  somewhat  red,  resembling  a  furunculosis ;  she  com- 
plained of  a  good  deal  of  pain  over  the  left  side  of  the 
•head;  the  operated  mastoid  was  somewhat  tender  to 
pressure,  and  she  w  as  somewhat  neurasthenic.  This  state 
of  affairs  continued  until  the  25th  of  November,  on  which 
day  she  vomited  twice  during  the  night,  and  complained 
of  much  increase  of  pain  and  tenderness.  The  fundi  oculi 
were  negative,  the  leukocytosis  was  10,000. 

November  26th  she  had  a  chill  with  severe  pain,  tem- 
perature of  102°,  severe  pain  and  tenderness  over  the 
mastoid,  especially  posteriorly,  and  down  the  neck  along 
the  course  of  the  jugular. 

I  operated  on  the  26th  of  November,  doing  first  a  mas- 
toid operation,  incision  through  the  old  cicatrix.  The 
mastoid  cavity  was  filled  w  ith  granulations  which  were 
curretted  out;  the  lateral  sinus  was  exposed  and  was 
dark  in  color  with  the  wall  thickened  and  non-pulsating, 
did  not  bleed  on  exploratory  puncture.  The  usual  in- 
cision in  the  neck  was  then  made,  the  external  jugular, 
which  was  in  the  way,  was  ligated  and  the  internal 
jugular  exposed  without  much  trouble,  ligated  in  two 
places,  and  the  section  removed.  The  facial  vein  was 
also  ligated.  The  lateral  sinus  was  then  exposed  and 
curretted  until  free  hemorrhage  occurred.  A  culture 
taken  from  the  removed  section  of  the  internal  jugular 
showed  staphylococci. 

The  subsequent  history  of  the  case  was  uneventful. 
The  wound  healed  rapidly,  and  the  patient  was  dis- 
charged on  December  24th. 


LIGATION  OF  THE  INTERNAL  JUGULAR  VEIN. 


99 


CASE  VII. 

(i.  M.,  23  years  old.  The  patient  had  catarrhal  deaf- 
ness for  nine  years.  Two  weeks  before  admission,  .Ian- 
nary  L2th,  l(.M)f),  he  had  an  acute  middle  ear  suppuration 
on  which  paracentesis  was  done  after  four  days.  On 
admission  to  the  hospital  the  drum  membrane  was  thick- 
ened and  reddened  with  a  small  perforation,  and  a  sero- 
purulent  discharge  from  the  ear;  the  mastoid  was  tender; 
leukocytosis  8200.  Free  paracentesis  was  done,  the  ear 
was  syringed,  and  a  Leiter  coil  applied  to  the  mastoid.  ■ 

During  the  next  four  days  the  tenderness  grew  de- 
cidedly less,  although  the  middle  ear  discharged  freely. 
On  the  18th  of  January,  six  days  after  admission,  the 
patient  had  two  (dulls  and  the  temperature  rose  to  102°, 
slight  oedema  of  the  posterior  superior  canal  wall,  and 
tenderness  unchanged.  <  >n  the  L9th,  patient  had  another 
chill  and  a  mastoid  operation  was  done  by  one  of  the 
other  surgeons  on  the  staff.  The  mastoid  was  of  the 
pneumatic  variety,  tilled  with  pus  and  granulations.  In 
endeavoring  to  reach  the  antrum  the  lateral  sinus  was 
opened.  The  wound  was  packed  and  the  operation  was 
discontinued  on  account  of  the  hemorrhage. 

On  the  following  day  the  temperature  was  100°,  but  the 
patient  had  the  appearance  of  extreme  sepsis.  On  the 
21st  the  temperature  rose  to  104°  after  a  chill,  and  on  the 
22d  to  104 V\  On  this  day  a  careful  examination  showed 
leukocytosis  9800;  fundus  oculi  negative;  no  headache 
or  symptom  of  cerebral  complication.  The  patient-  had 
the  appearance  of  profound  sepsis. 

I  operated,  making  the  usual  incision  in  the  neck. 
The  muscular  tissues  of  the  neck  were  infiltrated  and  the 
glands  swollen  ;  the  jugular  could  not  easily  be  identi- 
fied. After  some  search  I  found  a  firm  cord  correspond- 
ing in  position  and  size  to  the  jugular  which  I  took  to  he 
a  thrombosed  vessel  and  ligated  in  two  places,  cutting 
out  the  section  between.  Two  surgeons  who  were  pres- 
ent concurred  that  this  was  presumably  the  jugular. 
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After  the  operation  the  patient's  temperature  rose  to 
L04|  ;  on  the  succeeding  day  to  105°  with  chill,  and  on 
the  second  day  after  the  operation  to  L03£  w  ith  chill. 
The  leukocytosis  count  on  this  day  showed  leukocytes 
9700.  On  the  26th  of  January,  four  days  after  the  opera- 
tion, the  patient's  temperature  again  being  105°,  I  re- 
ceived a  report  from  the  pathologist  stating  that  the 
supposed  section  of  vein  showed  nothing  but  striated 
muscular  tissue.  I  again  placed  the  patient  under  ether, 
removed  the  sutures  from  the  neck  wound,  and  after 
about  ten  minutes'  search  discovered  the  vein  itself 
partially  thrombosed  and  deeper  in  than  the  muscular 
cord  which  1  had  tied  at  the  former  operation. 

The  day  following  this  operation  there  was  some  pus  in 
the  neck  wound,  and  the  patient  for  three  days  had  a 
very  considerable  cough,  raising  thick  sputum  tinged 
with  blood.  Examination  of  the  chest  showed  apparently 
a  slight  bronchitis  only.  With  no  other  complications 
the  patient  was  discharged  with  the  wound  firmly  healed 
twenty-one  days  after  the  last  oporation. 

This  case  shows  very  plainly,  to  my  mind,  the  impor 
tance  of  ligating  the  jugular,  because  at  my  unsuccessful 
operation  I  removed  the  existing  thrombus  from  the 
lateral  sinus  until  free  hemorrhage  was  obtained,  the 
usual  method  of  operation,  and  yet  the  patient's  condi- 
tion after  this  operation  was  decidedly  worse  than  before 
it,  showing  much  higher  temperature,  increase  of  sepsis, 
and  slight  involvement  of  the  chest.  I  am  convinced 
that  a  fatal  termination  would  have  speedily  followed 
had  the  vessel  not  been  tied  when  it  was. 
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Dr.  Gruening  : — 1  think  the  series  of  cases  that  Dr. 
McKernon  reported  is  unusual.  I  was  thinking  over  my 
own  experience  in  the  matter,  and  1  do  not  believe  I  have 
ever  seen  a  case  of  that  kind;  that  is,  an  infection  of  the 
bulb  directly  from  the  tympanic  cavity.  The  question  to 
me,  too,  was  an  academic  one.  I  presented  a  hone  here 
recently  in  which  the  bulb  ascended  very  high  and  formed 
the  floor  of  the  cavity  so  that  it  reached  even  the  fenestra 
rotunda.  It  has  been  pointed  out  that  these  may  be 
called  dangerous  temporal  bones.  The  sinus  comes  very 
far  forward  and  the  grooves  are  exaggerated.  Now,  to 
remove  a  clot  from  such  a  sinus  must  be  very  difficult; 
much  more  difficult  than  in  the  ordinary  case.  I  have 
had  cases  of  thrombosis  in  children,  but  never  without 
disease  of  the  mastoid.  I  was  not  aware  of  the  fact  yes- 
terday when  the  doctor  read  this  paper,  but  when  I 
thought  over  my  cases  I  could  not  remember  a  single  one 
of  this  kind.  In  all  there  was  mastoid  disease.  The 
doctor  said  that  in  these  children  there  were  no  signs  of 
mastoiditis.  Now  that  is  most  frequently  the  case,  when 
we  suspect  mastoiditis  and  look  for  the  typical  symptoms, 
in  children  especially,  tenderness  and  swelling  and  the 
other  symptoms  that  are  put  down  in  text-books  as  char- 
acteristic of  mastoid  disease.  In  the  most  dangerous  cases 
we  do  not  find  them;  there  is  a  lack  of  symptoms.  I 
think  the  temperature  charts  are  more  important  than 
the  symptoms?  and  it  is  necessary  when  we  are  called  to 
a  case  of  otitis  media  and  make  a  paracentesis,  to  insti- 
tute at  once  an  observation  of  the  temperature  and  pulse, 
and  have  the  observation  made  every  few  hours.  Such  a 
chart  will  tell  us  more  than  the  local  symptoms.  One 
symptom  that  is  very  frequent,  however,  is  enlargement 
of  the  glands  in  the  region  of  the  mastoid  and  I  have  felt 
obliged  to  operate  in  many  instances  where  the  hook 
symptoms  were  absent  and  where  there  was  only  this 
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temperature,  LOO  ,  101°,  102°,  throughout  four  or  live  days 
perhaps.  It  is  remarkable  that  in  those  cases  in  which 
the  sinus  is  secondarily  involved  there  are  no  symptoms  at 
all  such  as  we  expect  to  find  from  the  literature.  When 
once  the  pus  is  in  the  groove  the  swelling  ceases — the  pa- 
tient feels  better.  The  doctor  describes  how  well  these 
children  felt  when  they  had  no  temperature,  and  that  is 
also  perhaps  a  symptom.  The  appetite  is  good,  they  want 
something  to  eat  ,  and  thus  the  parents  are  deceived  and 
declined  to  have  an  operation  done. 

Then  with  regard  to  the  drawing  out  of  the  thrombus 
in  these  cases,  the  more  I  do  work  of  this  kind  the  more 
I  am  convinced  that  it  is  a  mistake  to  attempt  to  draw 
out  a  thrombus.  In  the  cases  the  doctor  has  described  it 
must  he  more  difficult  than  ordinarily  because  it  is  im- 
possible to  go  into  the  bulb  without  going  into  the  brain 
and  doing  damage.  When  there  is  a  double  and  some- 
times a  treble  curve  it  must  be  impossible  to  enter  the 
bull)  with  any  instrument.  It  was  said  here  yesterday 
t  hat  it  is  an  easy  matter  to  expose  the  jugular  vein  and 
that  it  could  be  done  in  ten  minutes.  So  it  can;  it  can 
be  done  in  five  minutes  in  the  ordinary  case.  It  is  im- 
portant to  expose  the  jugular  vein  low  so  that  the  middle 
of  the  wound  corresponds  to  the  cricoid  cartilage.  There 
the  vein  is  more  superficial.  I  agree  that  it  can  be  done 
in  a  very  short  time  and  without  loss  of  blood.  That  it 
should  take  sometimes  an  hour  to  find  the  vein  I  think  is 
not  necessary.  If  the  jugular  is  difficult  to  find,  you  can 
always  find  the  carotid  and  alongside  the  jugular,  as  an 
obliterated  cord,  perhaps,  and  then  we  have  to  separate  the 
pneumogastric  nerve  from  this  cord,  and  I  have  worked  as 
long  as  twenty  minutes  in  one  case. 

Dr.  Dencii  : —  I  think  the  society  owes  Dr.  McKernon 
a  debt  of  gratitude  for  the  way  he  has  given  us  these  his- 
tories. He  has  practically  given  us  a  description  of  a 
new  form  of  invasion.  He  has  demonstrated  clearly  by 
his  successful  treatment  the  value  of  early  diagnosis.  I 
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have  had  two  oases  where  macroscopically  the  mastoid 
was  not  involved  and  yet  where  I  had  to  deal  with  throm- 
bosis of  the  bulb,  in  one  case  extending  the  whole  length 
of  the  jugular  and  down  into  the  innominate  vein.  The 
ligature  in  this  case  was  applied  just  beyond  the  innom- 
inate vein.  The  patient  died  in  three  days.  He  was 
admitted  with  a  temperature  of  106°  and  with  no  mastoid 
tenderness  whatever.  The  second  case,  which  was  also 
fatal,  came  in  with  an  acute  otitis  following  grippe.  In- 
cision of  the  drum  membrane  was  made  and  the  mastoid 
tenderness  finally  disappeared.  The  patient  developed 
lobar  pneumonia  which  prevented  early  mastoid  opera- 
tion. When  I  finally  operated  for  sinus  thrombosis  1 
found  a  normal  mastoid  but  the  sinus  was  occluded  by  a 
broken  down  clot.  The  jugular  was  taken  out  and  the 
man  did  well  for  three  or  four  weeks,  when  he  died  of 
general  sepsis.  Dr.  Crockett  spoke  of  optic  neuritis  as  a 
common  symptom  in  these  cases.  I  have  seen  twelve  or 
fifteen  cases  of  jugular  thrombosis  and  have  found  the 
optic  neuritis  in  three  only.  In  my  experience  it  is  not  a 
common  symptom,  although,  of  course,  it  is  a  symptom 
we  always  look  for.  In  all  the  cases  where  it  was  found 
the  thrombus  extended  into  the  vein.  Chills  have  also 
been  variable.  In  a  good  many  there  has  been  no  chill 
and  we  had  to  depend  upon  the  temperature  for  the 
diagnosis.  Dr.  Crockett's  remark  about  tying  through 
the'  clot  seems  to  me  a  rather  doubtful  surgical  proced- 
ure. It  has  been  my  effort  to  go  way  below  t  lie  clot.  1 
tie  just  above  the  clavicle,  where  it  is  much  easier.  I 
also  insist  upon  the  entire  excision  of  the  vein,  tying  off' 
the  common  facial  and  lingual  trunks.  It  seems  to  me 
necessary  to  tie  oil'  these  branches  and  then  dissect  up 
the  entire  vein.  If  it  is  not  necessary,  of  course,  it 
shortens  the  operation. 

Dr.  Crockett's  results  were  excellent,  eleven  cases  and 
no  loss,  yet  I  should  feed  safer  in  getting  the  vein  out  of 
the  way. 
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A  point  demonstrated  in  Dr.  McKernon's  cases  is  the 
value  of  the  blood  count.  We  would  expect  a  high  leu- 
cocyte count,  hut  seldom  does  it  run  beyond  15,000,  or 
16,000,  which  is  low  with  a  temperature  of  105°  or  106°. 

Dr.  Kipp  :  —  The  practical  question  brought  up  by  this 
paper  is,  is  it  necessary  to  tie  the  jugular  in  these  cases 
at  all?  According  to  Dr.  .McKernon's  cases  it  is  not.  In 
the  ones  reported  by  Dr.  Crockett  his  successes  were 
equal  to  those  of  Dr.  McKernon.  Men  who  have  been 
practicing  for  long  years  know  of  many  cases  where  re- 
covery took  place  without  this  operation,  nevertheless  I 
think  now  that  we  should  tie  the  jugular  before  opening 
the  sinus. 

As  to  the  optic  neuritis  as  a  symptom,  since  I  first 
called  attention  to  it  I  have  examined  for  it  in  almost 
every  case  of  otitis  media  and  found  it  in  a  great  many 
cases,  but  in  many  it  is  absent.  It  is  also  absent  in 
many  cases  of  sinus  thrombosis,  meningitis  and  brain  ab- 
scess. Dr.  de  Lieto-Vollaro  reports  a  number  of  post 
mortems  made  upon  cases  of  meningitis  in  which  optic 
neuritis  was  not  present.  In  these  the  optic  foramen  was 
found  to  be  oecluded,  and,  it  is  supposed  that  the  optic 
neuritis  did  not  develop  because  the  fluid  could  not  enter 
the  optic  nerve  sheath. 

Dr.  Bacon: — I  congratulate  Dr.  McKernon  on  his  diag- 
nosis and  successful  results,  and  I  am  glad  to  find  that 
in  these  cases  it  was  not  necessary  to  excise  the  vein. 
I  have  reported  seven  cases  where  the  thrombus  had  been 
diagnosed  early  and  had  not  broken  down  and  in  all  seven 
there  was  recovery  without  ligation.  I  make  it  a  point  in 
these  cases,  after  exposing  the  sinus,  if  I  find  that  the  clot 
has  not  broken  down,  and  even  if  there  is  no  return  How 
from  the  bulbar  end,  to  wait  twenty-four  hours  before  ligat- 
ing  the  vein.  Not  much  harm  can  come  in  that  time,  and  in 
the  seven  cases  referred  to  it  was  not  necessary  to  excise 
the  vein.  I  feel  that  it  is  very  important  to  make  an 
early  diagnosis,  and  when  the  vein  is  ligated  I  think  it 


LIGATION  OF  THE  INTERNAL  JUGULAR   VEIN.  L05 

should  be  reserved  for  the  cases  where  the  elot  lias  broken 
down,  or  where  there  are  some  marked  indications  for  ex- 
cising the  vein.  It  adds  considerably  to  the  danger  of  the 
operation,  and  I  think  should  only  be  done  in  exceptional 
cases. 

As  to  the  value  of  the  blood  count,  1  have  found  it  very 
inportant,  and  yet  there  are  some  cases  in  which  you  do 
not  get  increased  leukocytosis,  even  when  the  case  is  an 
operative  one.  An  increase  in  the  polynuclear  count  is 
of  great  value  in  deciding  as  to  the  necessity  of  an  opera- 
tion. 

Another  point  of  importance  is  the  value  of  examining 
the  pus  from  each  ear.  I  have  repeatedly  had  cases  where 
I  was  very  glad  1  had  made  this  examination,  because  I 
found  in  some  cases  the  streptococcus  present  in  one  ear, 
while  in  the  other  the  staphylococcus  was  present.  Now 
when  we  have  a  thrombus,  the  point  may  come  up  which 
ear  to  operate  on,  and  for  that  reason  it  is  important  to 
make  an  examination  in  all  cases.  In  several  cases  of 
thrombosis  I  would  not  have  known  which  side  to  open  had 
this  examination  not  been  previously  made.  In  every 
case  I  operated  on  the  side  upon  which  the  streptococcus 
had  been  found.  Dr.  McKernon  found  the  streptococcus 
present  in  all  but  one  of  his  cases. 

One  other  point  is  the  rise  in  temperature  on  the  follow- 
ing day  in  these  cases.  We  should  not  be  in  too  much 
of  a  hurry  to  do  further  operating  in  certain  cases  where 
the  temperature  does  not  go  down  at  once.  It  generally 
does  not  rise  to  the  same  height  as  before  the  operation. 
As  the  doctor  has  said,  absorption  has  already  taken  place 
and  the  temperature  does  not  at  once  go  down  to  normal. 

Dr.  Randall:  —  It  seems  to  me  that  some  of  the  ap- 
parent discrepancies  in  the  discussion  of  this  subject  — 
one  series  being  reported  where  no  jugular  tying  is  done, 
and  another  wh ere  it  was  tied  every  time,  and  in  each  the 
history  showed  that  it  had  to  be  tied  and  the  case  was 
not  saved  until  it  was  tied  —  are   not  essential  discrep- 
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ancies.  These  differences  are  easily  brought  together. 
Having  spoken  on  the  subject  every  session  for  the  last 
six  or  eight  years,  I  return  to  the  charge,  that  where  we 
have  an  acute  otitis  media  we  have  commonly  a  bulb- 
thrombosis  and  that  it  is  generally  unnecessary  to  tie  the 
jugular  below.  It  generally  organizes  and  protects  the  sys- 
tem as  well  as  though  ligated.  So  that  I  think  in  many 
cases  we  need  not  ligate.  Dr.  McKernon  has  shown  that 
the  clot  can  break  down  and  in  spite  of  that  there  is 
enough  organization  in  the  acute  cases  to  protect  the  sys- 
tem and  often  ligation  is  to  be  avoided. 

But,  when  you  have  a  chronic  suppuration,  with  its 
tendency  to  start  trouble  in  the  knee  of  the  sinus  and  not 
in  the  bull),  with  a  tendency  to  extend  down  into  the  in- 
nominate, the  vein  should  be  ligated.  Tying  it  adds  but 
little  to  the  difficulty  if  there  is  any  doubt  as  to  the 
necessity. 

I  have  shown  before  this  little  curette  which  I  some- 
times use  in  cleaning  up  the  bull),  and,  while  I  agree 
with  Dr.  Gruening  that  from  above  we  can  not  empty  the 
bulb  always,  it  serves  in  many  cases  better  than  the 
usual  instrument  at  our  command  to  empty  the  bulb. 

I  show  here  a  little  Philadelphia  instrument  known  as 
the  Allis  dry  dissector,  which  I  think  is  a  valuable  aid  in 
this  operation.  It  was  designed  for  orthopedic  surgery 
originally,  but  is  excellent  in  dissecting  out  the  jugular 
and  is  the  best  that  I  know  of  in  opening  brain  abscesses. 

Dr.  Duel: — It  seems  to  me  that  the  Society  is  greatly 
indebted  to  Dr.  McKernon  for  pointing  out  that  in* cases 
of  otitis  in  young  children  great  exacerbations  and  remis- 
sions of  temperature,  where  we  have  eliminated  any  con- 
comitant disease  which  might  be  causing  it,  probably  in- 
dicate an  infection  of  the  sinus  at  the  bulb.  While  it 
is  possible  that  the  bulb  may  be  the  primary  seat  of  in- 
volvement in  adults,  as  in  a  case  which  Dr.  Dench  has 
reported,  it  may  not  be  out  of  place  to  call  attention  to 
the  fact  that  all  Dr.  McKernon's  cases  were  in  very  young 
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children,  and  that  in  such  cases  the  sinus,  in  all  parts, 
excepl  at  the  hull),  is  relatively  far  removed  from  the 
mastoid  antrum.  The  intervening  hone  between  the  an- 
trum and  sinus  is  not  yet  developed  in  cells  and  practi- 
cally the  only  point  at  which  the  middle  ear  cavity  closely 
approaches  the  great  vein  is  at  the  jugular  bulb.  In  view 
of  this  anatomical  fact,  and  the  probability  that  where  we 
have  an  involvment  of  the  vein  in  infants  it  is  most  likely 
to  be  at  the  bulb,  and  also  in  view  of  the  fact  that  it  is 
practically  impossible  to  approach  the  bulb  from  above,  I 
venture  to  say  that  in  the  future  in  many  cases  where 
such  a  diagnosis  is  made  it  will  be  opened  from  below 
without  first  exposing  the  sinus  from  the  mastoid  excava- 
tion. 

Dr.  Jack:  —  I  cannot  agree  with  anyone  who  makes 
the  statement  that  ligation  of  the  internal  jugular  vein 
is  an  easy  an  simple  operation  in  children.  In  adults  it 
is  quite  a  different  matter.  The  thinner  the  person,  the 
easier  the  operation,  but  with  children  with  necks  tilled 
with  glands  and  fat,  it  seems  to  me  often  very  difficult 
indeed. 

Dr.  Bryant:  —  The  question  of  whether  it  is  necessary 
to  excise  the  vein  in  these  cases  is  a  very  important  one. 
The  cases  would  seem  to  show  that  it  is  not  necessary. 
They  also  show  that  it  is  necessary  to  ligate.  The  major- 
ity of  general  surgeons  look  askance  at  the  otologist  who 
excises  the  vein.  Their  is  that  free  incision  and  drain- 
age is  all  that  is  necessary. 

Dr.  Andrews:  —  Did  I  understand  Dr.  Dench  rightly 
that  in  a  considerable  number  of  the  cases  there  was  no 
chill? 

Dr.  Dench: —  No,  I  said  that  the  chill  was  not  always 
present,  but  that  the  sudden  rise  of  temperature  was. 

Dr.  Andrkws: — Wreden,  I  believe,  was  the  first  author 
(St.  Petersburger  med.  Zeitschrift,  1809,)  to  separate  the 
symptoms  of  phlebitis  from  those  of  thrombosis  of  the 
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sinus.  A  sudden  rise  of  temperature  to  a  height  of  39  - 
40  and  more,  immediately  on  the  first  day,  Wreden 
considered  characteristic  of  the  beginning  of  the  fever  of 
an  encephalic  complication  in  purulent  ear  affections. 
Another  point  in  the  differential  diagnosis  of  the  initial 
period  of  the  fever  of  encephalic  complications  in  inflam- 
mation of  the  ear  is  that  it  rarely  began  with  a  chill 
even  .when,  as  Wreden  observed,  in  one  of  his  cases,  the 
temperature  was  40.1° 0.,  whereas  in  the  fever  of  phlebi- 
tis of  the  cerebral  sinuses  and  meningitis  diffusa,  usually, 
if  not  always,  the  reverse  is  the  case. 

Dr.  Gruening  : — In  the  cases  of  Dr.  McKernon  I  think 
he  saved  five  and  lost  two.  Perhaps  he  would  have  saved 
all  if*  the  jugular  had  been  tied.  The  cases,  however,  are 
peculiar  because  if  the  infection  did  take  place  through 
the  floor  of  the  tympanic  cavity,  the  anatomical  condi- 
tions were  not  favorable  for  the  removal  of  the  clot  from 
the  bulb. 

In  regard  to  the  appearance  of  the  fluid  obtained  by 
lumbar  puncture,  as  referred  to  by  Dr.  Jack,  I  have  also 
noticed  that  in  many  cases  the  fluid  was  turbid,  but  the 
microscopical  examination  did  not  reveal  the  presence  of 
cocci  in  those  cases,  and  then  the  prognosis  was  more  fa- 
vorable. In  some  we  found  the  streptococcus  in  the  fluid 
and  those  cases  are  unfavorable.  So  that  I  think  the 
bacteriological  examination  is  more  important  than  the 
the  appearance  of  the  fluid. 

Dr.  Friedenburg  : — As  to  the  character  of  the  fluid  in 
lumbar  puncture  a  German  authority,  Ruprecht,  has 
found  that  intracranial  processes  such  as  brain  abscess 
may  cause  by  chemiotaxis  an  exudation  of  leucocytes  into 
the  ventricles  and  they  may  be  found,  after  having  settled 
by  gravity,  in  the  fluid  obtained  by  puncture,  but  that 
this  contains  no  bacteria  and  is  comparable  to  the  sterile 
pus  found  in  the  anterior  chamber  of  the  eye  in  hypopyon- 
keratitis.  Great  importance  attaches  to  the  absence  of 
the  coccci. 
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Dr.  Dench  : — With  reference  to  the  question  of  excision 
of  the  vein  rather  than  simple  ligating  it,  in  quite  a  num- 
ber of  cases  the  streptococci  were  found  infiltrating  the 
walls  of  the  vessel,  so  that  it  would  appear  important  to 
excise  the  vein  in  these  cases. 

Dr.  Gruenino  :  —  The  importance  of  the  character  of 
the  temperature,  the  exacerbations  and  remissions,  the 
up  ami  down  temperature,  and  chill  have  been  dwelt 
upon.  Now  1  have  seen  a  number  of  cases  where  there 
was  no  such  thing.  I  recall  a  case  where  the  temperature 
remained  at  106°  for  six  clays,  with  no  drop.  Patient  was 
a  child  and  the  best  men  of  New  Yoi'k  were  called  in  to 
look  for  pneumonia  or  some  other  disease  but  they  could 
find  absolutely  nothing.  The  child  had  been  operated 
upon  for  double  mastoiditis.  Both  sinuses  were  exposed 
and  it  was  difficult  to  decide  which  one  to  attack.  Dr. 
Bacon  and  Dr.  McKernon  were  present.  We  found  on 
one  side  the  sinus  wall  covered  with  granulations.  On 
the  other  side  the  sinus  wall  was  discolored  and  there 
were  no  granulations.  It  was  decided  to  operate  on  the 
side  where  there  were  no  granulations  and  we  did  so, 
dislodging  a  clot,  and  the  child  recovered.  Dr.  Bacon 
reminds  me  of  a  case  that  we  saw  together  this  winter. 
The  patient  had  been  operated  on  for  double  mastoiditis 
following  grippe.  He  did  well  for  two  weeks  and  sud- 
denly showed  a  temperature  of  104°  which  fell  to  below 
normal,  so  that  within  t  wenty -four  hours  there  was  a  dif- 
ference of  seven  degrees  in  his  temperature.  I  was  much 
alarmed,  a  consultation  was  called  and  the  family  physi- 
cian was  called  in.  He  said  "Don't  feel  alarmed,  this 
man  has  often  had  a  temperature  of  104°.  Last  summer 
I  was  called  three  times  when  he  had  such  a  tempera- 
ture.'1 On  the  advice  of  his  physician  we  gave  him 
quinine  and  the  doctor  said  11  Now,  tomorrow  his  temper- 
ature will  be  down,"  and  it  was.  We  kept  him  upon 
quinine  and  he  got-  all  right.  So  it  does  sometimes  hap- 
pen that  it  is  well  to  have  the  family  physician  present  . 
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Dr.  Lewis: — As  to  the  excision  of  the  vein  ;  we  so  fre- 
quently find  the  streptococci  present  in  the  walls  of  the 
vessel  and  not  in  the  clot,  that  in  these  cases  we  have  not , 
n  my  opinion,  completed  the  operation  unless  the  vein  is 
excised. 

Dr.  McKernon:  I  wish  to  add  my  testimony  to  that  of 
the  other  gentleman  who  have  spoken  as  to  the  advisa- 
bility of  taking  out  the  vein  from  the  point  of  ligation  to 
its  exit  from  the  skull,  removing  that  and  the  branches, 
or  as  much  of  them  as  are  affected.  Also  as  to  the  ad- 
visability of  ligating  below  the  (dot  as  far  as  possible. 

Another  point  that  has  been  brought  out  is,  in  (dosing 
the  wound  in  the  neck  whether  it  is  better  to  close  the 
wound  primarily  or  to  leave  it  open.  I  have  closed  every 
wound  in  the  neck  where  the  vein  was  removed  and  in 
only  two  cases  have  I  had  to  open  it.  In  the  last  six  I 
have  not  had  to  open  the  neck  nor  has  there  been  any 
suppuration,  and  I  believe  it  due  to  a  simple  surgical 
procedure,  and  that  is,  taking  a  cigarette  drain,  and 
putting  it  up  just  under  the  angle  of  the  jaw,  with  about 
an  inch  of  it  protruding  from  the  lower  angle  of  the 
wound,  and  then  applying  a  wet  dressing.  This  dressing 
should  be  left  on  forty-eight  hours.  At  the  subse- 
quent dressings  this  drain  is  drawn  out  about  an  inch 
each  time  and  cut  off  and  a  wet  saline  dressing  put  on. 
Following  this  procedure,  1  have  not  had  any  suppuration 
in  these  six  cases. 

Dr.  Crockett  raised  the  point  of  the  importance  of  the 
blood  count.  I  have  found  that  where  we  find  the  leu- 
cocyte count  low  the  case  is  getting  on  well  because  the 
resistance  is  good. 

My  experience  corresponds  with  that  of  Dr.  Dench  as  to 
optic  neuritis.  Certainly,  in  the  great  majority  of  my 
cases  it  was  not  present,  although  some  of  them  were  ex- 
amined a  number  of  times  during  observation  of  the  case. 

Dr.  Crockett  spoke  of  a  differentiation  from  atypical 
symptoms  of  thrombosis.    I  reported  two  cases  a  year 
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ago,  calling  them  atypical  cases  where,  following  mas- 
toiditis, there  was  a  slow  rise  of  temperature  to  104°,  re- 
maining so  for  several  days,  no  chill,  no  vomiting,  and  no 
sudden  rises. 

In  these  cases  I  think  it  is  just  as  important  to  go  in 
and  explore  the  sinus.  The  case  Dr.  Gruening  spoke  of 
I  remember  well  and  that  was  the  condition  there. 

I  believe  that  in  the  future  men  doing  otological  work 
will  find  a  much  larger  number  of  cases  of  sinus  throm- 
bosis than  we  have  had  in  the  past,  due  to  two  things; 
recognition  of  the  symptoms  presented  in  the  atypical 
cases;  and,  the  increased  knowledge  we  gain  each  year 
of  the  typical  cases.  I  also  believe  that  there  will  be  an 
increase  in  cases  of  primary  ligation. 

Dr.  Crockett  spoke  of  the  difficulty  sometimes  in  find- 
ing the  vein.  I  have  had  one  such  difficulty  and  can 
sympathize  with  him  in  the  fact  that  it  is  difficult  to 
always  get  the  vein  quickly.  In  the  majority  of  cases 
you  can  do  it  quickly,  but  where  there  is  glandular  in- 
volvement it  may  be  difficult.  So  far  as  the  discussion  of 
my  own  paper  is  concerned,  I  thank  the  gentlemen  for  the 
kindly  view  taken  of  it.  I  have  spoken  of  the  typical 
cases  Dr.  Gruening  has  alluded  to  and  can  only  say  this, 
that  in  the  cases  I  reported  macroscopically  there  was  no 
mastoid  involvement  except  in  the  fifth  case  in  which  I 
stated  that  there  was  some  granulation  tissue  in  the 
antrum.  In  two  of  the  cases  the  bone  scrapings  were 
taken  and  examined  and  the  report  was  negative.  In 
the  case  Dr.  Gruening  helped  me  with  I  think  he  will 
bear  me  out  in  the  fact  that  the  mastoid  on  both  sides, 
and  particularly  the  side  the  clot  was  on,  was  negative. 
Regarding  the  removal  of  a  clot  in  the  bulb  from  above, 
I  stated  what  I  believe  to  be  a  fact  —  that  it  is  absolutely 
impossible  to  go  in  from  above  and  evacuate  the  clot. 
We  simply  go  down  in  the  region  of  the  bulb  and  evacu- 
ate that  which  lies  above  the  jugular  dome.  It  is  im- 
possible to  remove  all  the  septic  material  from  above. 
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Dr.  Dench  reports  one  adult-  case.  I  have  also  had  one 
during  t he  past  year. 

The  chairman  brought  up  the  point  of  whether  or  not 
ligation  was  necessary.  In  the  statistics  thai  Koerner 
gave  us  in  1903  I  believe  they  were  not  in  favor  of  ligat- 
ing  the  vein  but  I  believe  that  in  the  future  the  reports 
will  be  in  favor  of  ligation.  In  two  cases  I  did  not  ligate. 
In  one  it  should  have  been  done.  In  the  others  I  followed 
a  procedure  I  have  been  in  the  habit  of  doing,  and  that 
is,  where  a  free  hemorrhage  is  present  below  to  pack  oil' 
t  he  lower  portion.  I  do  not,  however,  advocate  this  pro- 
cedure by  any  means.  Certainly  in  a  large  proportion  of 
children  that  have  come  under  my  observation  the  per- 
centage of  cures  is  far  greater  without  ligation  of  the  vein 
because  of  the  added  risk  on  account  of  the  increased 
time  consumed  in  ligation  and  removed. 

Dr.  Bacon  spoke  of  the  leucocyte  count.  I  do  not  lay 
so  much  stress  upon  that  as  upon  the  polynuclear  percent- 
age. In  1,400  surgical  cases  of  all  types  that  I  had  access 
to  the  records  I  found  that  in  every  case  where  the  poly- 
nuclear percentage  was  over  80  there  was  pus  in  some 
portion  of  the  body. 

Dr.  Jack  brought  out  the  point  of  the  difficulty  in 
young  children  of  ligating  the  vein  rapidly.  It  is  very 
difficult  sometimes.  We  all  do  it  when  it  is  necessary 
but  we  cannot  do  it  rapidly. 

Dr.  Sprague  spoke  of  the  symptomatology  not  differing 
from  that  of  the  adult.  I  think  it  does  differ  very  mate- 
rially. In  the  cases  I  saw  there  was  no  chill  present,  nor 
cold  hands  and  feet  noticed  by  the  nurse.  Nor  was  there 
nausea  in  one  case.  We  do  not  get,  to  my  mind,  any 
such  distant  train  of  symptoms  as  we  get  in  the  adult. 

Dr.  Crockett: — I  must  take  exception  to  Dr.  Gruen- 
ing's  statement  that  the  jugular  vein  can  always  be 
ligated  in  twenty  minutes.  I  have  always  considered  my 
failing  to  be  that  of  operating  too  rapidly,  and  on  more 
than  one  occasion  it  has  taken  more  than  an  hour.    In  the 
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t he  last  case  I  reported  where  I  tied  off  muscle  tissue, 
neither  myself,  the  house  physician,  nor  a  general  sur- 
geon who  was  there,  could  find  the  vein.  It  was  finally 
discovered  by  uncovering  the  superior  laryngeal  artery, 
following  that  hack  and  then  going  forward  from  the 
carotid  and  it  was  found  as  a  small  band-like  cord. 

Dr.  McKernon's  cases  were  exceptionally  interesting  to 
me  and  explain  one  case  I  had  a  number  of  years  ago  in 
which  there  was  lateral  sinus  thrombosis  with  no  mastoid 
involvement.    I  could  not  understand  the  case  then. 

As  to  ligating  through  the  clot,  I  have  done  it  several 
times,  and  do  not  think  there  is  any  danger  in  ligating 
through  a  firm  clot. 

As  to  excision,  I  think  that  generally  it  is  not  neces- 
sary. 

As  to  the  question  of  ligation,  we  can  have  statistics  on 
every  side,  of  course.  So  far  as  my  own  experience  goes, 
I  cannot  see  any  great  difference  in  my  own  cases.  Since 
1893,  when  I  did  my  first  operation,  until  1901  I  never 
ligated.  In  that  time  I  lost  quite  a  number  of  cases,  but 
the  cases  I  pulled  through  were  after  a  long  convales- 
cence— five  or  six  months.  One  case  had,  three  months 
after  being  apparently  well,  an  abscess  of  the  thigh,  an 
old  metastases  that  had  been  working  about  there  all  that 
time.  I  have  never  seen  that  in  a  single  case  since  I  have 
ligated  the  jugular,  nor  have  I  ever  lost  a  case  where  I 
ligated  the  jugular.  I  admit  that  you  may  see  cases 
brought  in  with  metastases  already  present  that  you  can 
not  save.  I  have  not  happened  to  strike  one.  In  1895  I 
reported  to  this  society  thirteen  autopsies  on  lateral  sinus 
cases.  I  have  not  been  able  to  do  that  since  then.  So 
far  as  my  own  feelings  go  I  cannot  be  too  enthusiastic 
on  the  subject.  No  matter  how  long  you  are  working 
on  the  vessel,  the  patient  will  pull  through  all  right. 
They  may  be  in  bad  shape  sometimes,  but  they  will  come 
around.  Most  of  my  cases  recovered  in  a  very  short  time. 
One  with  extensive  thrombosis  of  the  vein,  an  extra-dural 
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abscess  and  double  optic  neuritis,  wont  out  in  three 
weeks,  which  would  have  been  impossible  if  you  had 
opened  the  sinus  and  allowed  this  to  drain  along  slowly. 

As  to  the  leucocyte  count,  I  regard  it  as  of  very  great 
importance;  not  so  much  as  to  a  count  on  one  examina- 
tion, because  in  children  you  may  have  it  in  an  acute 
middle  ear  suppuration,  but  if  the  first  examination 
shows  a  leucocytosis  of  eight  or  ten  thousand,  and  the 
next  twelve  thousand,  and  the  next  fifteen  thousand,  a 
progressive  rise,  then  you  know  that  your  patient  is  get; 
ting  a  general  sepsis  and  that  it  is  getting  ahead  of  you. 
To  simply  find  that  at  first  that  you  have  fifteen  or  eigh- 
teen thousand  may  not  mean  much. 

If  1  understood  Dr.  Randall,  he  said  that  in  chronic  sup- 
puration you  may  have  a  clot  which  will  require  ligation, 
but  that  in  acute  cases  it  will  organize.  That  has  not 
been  my  experience.  In  one  of  my  cases  which  had  a 
temperature  of  106°  for  a  week  or  ten  days,  it  was  an 
acute  infection  with  the  staphylococcus,  and  it  was  the 
worst  case  that  I  have  ever  seen  get  well . 

Dr.  Bacon  : — I  should  like  to  add  that  I  quite  agree  with 
Dr.  McKernon  that  the  polynuclear  count  is  of  the  great- 
est importance.  What  I  meant  to  say  was  that  in  a  good 
many  cases  we  do  not  get  any  information  from  the  blood 
count. 


NOTES  ON  OTITIC  EPILEPSY  :  REPORT  OF  A  CASE 
RELIEVED  BY  MASTOID  EXENTERATION. 


B.  Alex.  Randall,  M.  A..  M.  D.,  Philadelphia,  Pa. 

The  broadening  of  the  field  of  aural  surgery  and  the  in- 
creasing frequency  of  intervention  for  intracranial  condi- 
tions has  greatly  enhanced  the  importance  to  the  otologist 
of  the  neurological  side  of  this  subject,  and  has  made  all 
convulsive  and  paretic  phenomena  matters  of  greater  im- 
portance. Pathological  research  is  only  slowly  aiding 
clinical  study  in  distinguishing  between  the  various  affec- 
tions in  which  aural  and  intracranial  symptoms  are  simul- 
taneously present.  The  epileptiform  seizures  ascribed  to 
ear  disease,  especially  to  plugs  of  cerumen  or  other  for- 
eign bodies  in  the  external  auditory  canal,  are  mentioned 
by  all  of  the  older  writers,  as  Troeltsch,  Toynbee,  and 
Wilde ;  but  have  been  less  noted  in  the  newer  books. 
Many  of  those  reported  seem  hysterical  rather  than  epi- 
leptic; and  in  others,  such  as  several  of  my  own  cases, 
the  ear  disease  in  an  epileptic  has  not  necessarily  had  any 
relation  of  cause  or  effect.  One  case  I  reported  to  this 
society  in  1891,  and  another  with  rare  attacks  in  which 
operation  has  as  yet  shown  no  unmistakable  influence 
need  not  here  be  discussed;  still  less  those  conditions 
which  have  been  purely  incidental,  as  in  the  case  which 
I  reported,1  where  bilateral  haematoma  of  the  lobule  was 
caused  in  an  epileptic  by  the  peculiar  reviving  ma- 
noeuvre of  her  father,  who  lifted  her  by  the  ears. 
One  recent  case  has  seemed,  however,  very  clearly  otitic 
in  origin  and  maintenance,  and  while  insufficient  time  has 
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yet  elapsed  to  permit  the  operative  interference  to  be 
properly  accredited  with  a  full  cure,  there  is  at  least  a 
promising  outlook  in  that  regard  which  seems  to  justify 
reporting  it  at  this  time. 

Case.  A  boy,  aged  eight  years,  of  American  parent- 
age, and  apparently  in  good  health,  received  a  drenching 
by  a  hose  with  a  penetration  of  water  into  his  left  ear,  in 
the  early  part  of  August,  1904.  Acute  suppuration  fol- 
lowed, and,  as  it  slackened,  epileptiform  attacks,  some- 
times four  or  five  in  the  day,  began  about  September  1st. 
He  had  suffered  "gatherings  in  the  head"  as  a  baby, 
but  had  been  free  from  recognizable  trouble  ever  since. 
He  was  brought  by  Dr.  Dwight,  of  Smyrna,  Delaware,  to 
Dr.  James  Hendrie  Lloyd,  in  Philadelphia,  and  by  the 
latter  admitted  to  the  Methodist  Hospital  on  September 
13th.  His  pulse,  temperature  and  respiration  were  about 
normal,  the  urine  and  bowels  in  good  condition  ;  but  the 
leukocyte  count  was  18,000  on  the  17th,  11,400  on  the 
19th,  and  8,000  on  the  20th  and  21st.  Other  causation  of 
his  attacks  not  being  evident,  his  ear  condition,  with 
moderate  discharge  of  yellow,  odorless  pus,  led  Dr. 
Lloyd  to  call  me  into  consultation,  and  I  examined  him 
on  the  21st,  after  he  had  been  waiting  about  a  week  for 
my  return  to  the  city.  The  right  ear  was  found  free  and 
fair.  On  the  left  the  fundus  of  the  canal  was  tilled  by  a 
polyp  mass  attached  up  and  forward  by  a  base  too 
broad  to  admit  of  torsion.  This  was  largely  removed, 
but  its  attachment  was  fibrous  and  tough,  and  bare  bone 
could  be  felt  beyond  it.  Exploration,  and  probably  ex- 
enteration, was  arranged  therefore  for  the  next  day 
under  ether.  The  eye-grounds  were  fair,  yet  with  the 
nerve  margins  much  veiled  by  retinal  striation;  but 
there  was  no  swelling  of  the  disk  or  notable  tortuosity 
of  the  vessels. 

Precise  notes  as  to  his  seizures  were  not  at  first 
secured.  He  had  an  attack  of  rigidity  in  his  admission 
bath,  lasting  nearly  two  minutes:   but  slept  fairly  his 
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first  night  in  the  hospital,  with  only  some  gritting  of  the 
teeth.  Next  morning  there  had  been  twitching  of  the 
right  thigh  and  leg  and  of  the  left  hand,  but  no  other 
attack  upon  the  14th.  On  the  afternoon  of  the  15th,  he 
had  suddenly  become  rigid  while  sitting  up  in  bed,  sink- 
ing slowly  down  to  a  recumbent  position  by  reason  of 
straightening  of  the  back,  winking  both  eyes  rapidly, 
especially  the  right,  and  seemed  unconscious  for  about 
sixty  seconds.  He  cried  after  it  had  passed,  complained 
of  a  slight  headache,  and  seemed  to  be  much  disturbed 
by  his  mother's  emotion.  This  was  followed  by  a  good 
night,  with  some  leg-twitching  and  gritting  of  the  teeth. 
On  the  16th  there  was  a  slighter  attack  in  the  afternoon, 
and  he  noticed  some  pain  in  the  ear  that  night  and  the 
next  morning,  when  he  had  another  well-observed  attack, 
in  which  the  whole  body  and  liinlis  stiffened  suddenly, 
the  left  elbow  flexing  strongly,  with  the  third  and  fourth 
fingers  bent  toward  the  palm,  while  the  others  remained 
nearly  straight.  Winking  was  marked  as  before,  but  the 
right  eyelid  moving  two  or  three  times  as  rapidly  as  the 
left.  There  was  no  pallor  of  the  face,  but  he  seemed  un- 
conscious during  the  sixty  seconds  of  the  attack:  yet  he 
went  on  playing  undisturbed  as  soon  as  it  was  over.  He 
told  of  a  later  attack  this  day  not  observed  by  the  at- 
tendants. On  the  18th  there  were  two  attacks  in  the 
afternoon,  in  which  he  bent  slowly  backward,  with  both 
arms  extended  straight  in  front  of  him  and  the  right 
index  and  middle  fingers  tightly  flexed.  The  attack  ter- 
minated with  the  usual  relaxation  and  a  sinking  down 
in  bed;  so  he  was  kept  in  bed  for  safety's  sake,  and 
laughed  and  talked  unmoved  as  soon  as  consciousness 
returned.  There  was  a  spell  in  the  forenoon  of  the  19th, 
and  two  in  the  afternoon.  On  the  following  morning, 
while  kneeling  in  bed,  he  had  a  seizure  and  fell  on  the 
floor  without  sustaining  any  injury.  He  had  another 
attack  while  eating  dinner,  and  a  third  a  couple  of  hours 
later.    On  the  21st  he  had  a  seizure  while  standing  up 
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in  bed,  but  grasped  the  foot-rail  and  did  not  fall.  On  the 
22d  he  had  an  attack  in  the  afternoon,  while  preparing 
for  operation,  which  was  done  under  ether  at  3  o'clock. 

Caries  of  the  ossicles  and  of  the  adjacent  wall  of  the 
tympanum  was  found  in  exploring  through  the  enlarged 
opening  of  the  Kivinian  region;  so  tympanic  exentera- 
tion was  carried  out  and  the  attic  and  antrum  curetted 
smooth.  The  ossicles  were  markedly  carious,  and  granu- 
lation tissue  occupied  the  antrum:  but  as  there  had 
been  no  evidence  of  mastoid  involvement  and  the  bone 
felt  firm  in  that  direction,  the  operation  was  limited  to 
the' tympanum.  The  tegmen  seemed  intact,  without  any 
baring  of  the  overlying  dura.  Slight  shock  followed  the 
operation,  with  rectal  temperature  of  97°  and  pulse  90, 
followed  by  a  little  rebound.  The  course  of  his  case  was 
uneventful,  the  temperature  generally  normal,  although 
once  reaching  99.4°;  but  the  sutured  posterior  wound 
refused  to  heal  securely  by  prime  intention  at  its 
middle  portion,  and  redundant  granulations  protruded  at 
this  point. 

On  October  11th  he  was  transferred  to  the  Home 
for  Crippled  Children,  with  conditions  remaining  much 
the  same,  and  suffering  one  or  more  epileptiform  attacks 
nearly  every  day.  The  dermatization  of  the  open 
tympanic  cavities  proceeded  fairly,  but  the  mastoid  wound 
remained  open  for  a  week  more.  He  was  seen  in  consul- 
tation by  Dr.  W.  W.  Keen,  who  concurred  in  regarding 
the  aural  condition  as  the  cause  of  his  seizures,  and  ad- 
vised expectancy  until  the  completion  of  the  healing  after 
the  exenteration.  The  protruding  granulations  were 
shaved  away  .from  the  mastoid  wound,  and  firm  healing 
then  ensued,  and  he  was  sent  home  the  last  of  October 
with  his  ear  almost  dry  and  dermatization  apparently  com- 
pleted. The  physician  at  home.  Dr.  Dwight,  reported 
continued  discharge,  with  granulations  on  the  back  wall 
of  the  canal.  The  patient  reported  at  my  office  on 
November  23d,  showing  exuberant  granulations  on  the 
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back  wall  of  the  canal,  which  were  curetted  away  and 
seemed  to  be  controlled,  but  when  seen  again  on  the  25th 
the  suspected  sinus  was  demonstrable  at  this  point,  and 
at  a  second  consultation  with  Drs.  Keen  and  Lloyd 
further  operation  was  decided  upon,  with  possible  tre- 
phining in  the  motor  region  of  the  left  side  if  insufficient 
finding  in  the  mastoid  region  left  the  matter  of  cure  in 
doubt.  Complete  exenteration  of  the  mastoid  was  done 
December  1st,  at  the  University  Hospital,  finding  un- 
healthy bone  and  granulations  in  the  mastoid,  but.  its 
inner  depth  apparently  everywhere  sound.  The  lateral 
sinus  was  laid  bare  without  finding  granulations  or  pus  in 
the  sulcus,  and  the  tegmen  removed  from  the  attic  and 
antrum  with  like  negative  finding. 

During  the  interval  his  attacks  had  been  even  more 
numerous  than  before,  the  minor  tonic  convulsions  being- 
reported  as  sometimes  twenty  in  a  night,  as  well  as  re- 
peated and  severe  in  the  day.  At  the  University  Hos- 
pital my  Resident,  Dr.  Gray,  kindly  spent  an  entire 
night,  noting  the  frequency  and  symptoms  of  his  seizures. 
These  attacks  usually  took  the  early  form  of  rigidity  and 
curving  of  the  back,  with  the  arms  stiffly  outstretched  in 
front,  but  later  one  or  both  arms  were  raised  at  times 
vertically  above  the  head.  The  wound  healed  kindly, 
and  he  was  transferred  to  the  care  of  Dr.  Dwight,  in 
Smyrna,  on  December  16th,  with  little  cavity  yet  to  fill 
up  with  granulations;  and  in  another  two  weeks  the 
healing  was  complete  and  sound,  with  a  dry  ear,  hearing 
not  greatly  reduced,  and  his  mastoid  region  free  from  ten- 
derness. When  last  seen  on  February  23d,  all  seemed  in 
good  condition,  and  his  attacks  had  markedly  decreased 
in  frequency  and  severity.  After  that  he  had  but  two 
attacks  at  a  fortnight  interval,  and  had  been  a  month 
without  any  occurrence  whatever.  The  latest  report 
from  Dr.  Dwight  (April  14th)  is  to  the  effect  that  "the 
boy  seems  entirely  cured." 

Schwartze's  case  of  epilepsy  relieved  by  mastoid  treph- 
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ining  is  almost  the  only  instance  closely  paralleling  the 
case  here  reported,  and  the  completeness  of  the  result 
must  in  his  record  he  inferred  rather  than  distinctly 
found.  Most  of  the  other  cases  bearing  upon  the  subject 
have  been  much  more  Meeting  in  the  onset  and  more 
easy  of  relief,  through  the  cure  of  pus-retention,  Eusta- 
chian stenosis,  or  the  irritative  presence  of  cerumen  or 
foreign  body  in  the  canal.  Some  of  these  cases  seem 
really  hysterical;  in  others  the  ear  condition  has  been 
but  an  incident  in  an  epileptic  patient,  and  relied'  has 
been  experienced  as  so  often  follows  every  intervention 
of  whatever  sort  in  such  patients.  Where  this  has  been 
the  result  of  a  single  inflation,  the  removal  of  a  wax  plug, 
or  the  incision  or  perforation  of  the  drumhead  with  evac- 
uation of  pent-up  secretion,  it  would  seem  a  magnifying 
of  the  conditions  to  call  the  <case  one  of  otitic  epilepsy,  or 
to  claim  a  cure  from  what  has  been  followed  by  relief. 
It  is  different,  however,  where  the  presence  of  a  polyp  or 
of  an  irritative  foreign  body  has  been  accompanied  by 
epileptic  convulsions  for  months  or  years,  and  relief  has 
followed  the  abatement  of  the  ear  condition. 

Two  such  cases  from  polyp  as  well  as  pus  are  reported 
by  Dalby;  of  others,  Mendoza's  case  is  more  frequently 
quoted.  A  verbal  report  from  Christian  R.  Holmes  notes 
apparent  cure  by  relief  of  Eustachian  stenosis  in  two 
well-established  cases,  one  in  a  man  of  thirty  years,  just 
as  others  have  reported  the  occurrence  of  epileptic 
seizures  at  the  time  of  penetrating  a  stricture  of  the 
tube.  Urbantschitsch  reports  cases  of  what  he  terms 
cortical  epilepsy,  but  relief  by  a  single  inflation  marks  the 
case  as  having  been  rather  trivial;  and  Gradenigo  well 
sums  up  in  Schwartze's  Handbook,  when  he  says:  ''The 
complication  of  ear  disease  in  epilepsy  must  yet  be  often 
looked  upon  as  accidental;  the  treatment  of  the  one 
modifying  in  no  way  the  disease  process  of  the  other." 
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DISCUSSION. 

Dr.  Putnam: — I  thank  you  for  the  honor  of  meeting 
you  and  for  the  privilege  of  hearing  these  interesting- 
reports.  I  am  always  rejoiced  when  the  otologists  make 
it  possible  for  the  neurologists  to  meet  them,  for  they 
are  two  groups  of  observers  whose  work  lies  in  the  same 
field. 

As  to  this  particular  question,  if  I  had  to  speak  only  of 
my  own  experience  1  should  be  obliged  to  admit  that  I 
could  throw  but  little  light  upon  the  subject,  for  I  can- 
not recall  having  actually  seen  any  case  of  what  could 
strictly  be  called  'otitic  epilepsy',  although  1  have  seen 
many  cases  where  epilepsy  has  followed  disease  of  the 
ear  associated  with  other  forms  of  disease,  as  the  acute 
infectious  disorders.  On  the  other  hand,  the  whole  sub- 
ject of  reflex  epilepsy  is  one  of  great  interest  and  on 
which  a  great  deal  may  be  said.  I  think  it  is  rather  rare 
to  see  an  epilepsy  which  strictly  deserves  the  name  "of 
reflex  epilepsy,  but  still  on  the  whole  a  good  many  such 
cases  have  been  reported.  It  is  customary  to  divide 
them  into  two  groups;  one  containing  those  cases  where 
a  person  not  previously  epileptic  is  rendered  so  by  con- 
tinuous or  frequent  peripheral  irritations;  and  the  other 
containing  those  cases  where  the  disease  already  existed 
in  a  latent  form,  and  the  peripheral  irritation  simply 
induced  the  attack.  These  latter,  of  course,  are  common. 
A  great  many  irritations  of  the  periphery  will  bring  on 
attacks  in  previously  disposed  persons.  The  question 
arises  whether  it  is  essential  to  make  a  sharp  distinction. 
For  my  part,  1  do  not  think  it  is.  It  doesn't  seem  to  me 
in  the  present  state  of  our  knowledge  that  we  are  in  a 
position  to  do  that  with  any  confidence.  Laboratory 
experiments  show  that  any  cause  that  brings  on  epileptic 
seizures  may  also  be  liable  to  excite  what  we  term  the 
disease  epilepsy.  We  do  not,  for  example,  know  how  far 
the  predisposing  tendency  really  goes.  A  great  many 
persons   have    neuropathic   dispositions,    and  probably 
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stand  nearer  to  the  possibility  of  becoming  epileptic  than 
we  ordinarily  believe.  Under  these  circumstances,  a 
peripheral  irritation  (such  as  mighl  conceivably  come 
from  a  persistent  irritation  of  the  ear)  might  seem  to 
bring  on  the  disease,  and  yet  in  fact  this  result  might  not 
have  followed  but  for  the  predisposition.  Finally,  when 
it  comes  to  the  question  of  therapeutics,  all  sorts  of  irri- 
tation should  lie  removed,  and  irritation  of  the  ear  should, 
of  course,  stand  in  a  prominent  place. 

Dr.  Knapp: — I  have  had  no  personal  experience  with 
otitic  epilepsy.  I  can  say,  though,  that  1  have  seen  a 
good  many  cases  where  the  epilepsy  was  ascribed  to  dis- 
ease of  the  eye.  And  these  cases  were  always  negative 
when  it  came  to  the  proof,  not  only  of  eye  strain  but  of 
injury  to  the  eye.  You  see  with  the  eye  it  is  easy  to 
make  proof.  There  are  a  number  of  cases  where  the  eye- 
Kail  was  injured  and  where  there  w  as  epilepsy,  and  where 
after  removal  of  the  eyeball  the  epilepsy  went  on  as  be- 
fore. 

Dr.  P.  C.  Knapp: — 1  regret  that,  like  Dr.  Putnam,  I 
am  not  able  to  contribute  anything  from  my  own  experi- 
ence in  regard  to  this  question  of  otitic  epilepsy.  Since 
my  conversation  with  Dr.  Jack  last  night  with  regard  to 
it,  I  haven't  had  time  to  go  over  any  number  of  my  own, 
cases,  but  I  can  certainly  recall  no  case  of  my  own  experi- 
ence in  which  the  epilepsy  could  be  regarded  as  in  any 
way  due  to  aural  disease  and  comparatively  few  cases 
where  there  was  any  complicating  aural  disease  that 
seemed  to  have  an  intluence  upon  the  progress  of  the  epi- 
lepsy. In  regard  to  the  purely  reflex  epilepsy  from  peri- 
pheral irritations,  although  I  know  that  it  is  not  an  infre- 
quent laboratory  production,  especially  with  guinea  pigs, 
I  feel  sceptical  in  regard  to  its  occurrence  in  the  human 
being.  Most  of  the  cases  of  so-called  reflex  epilepsy  that 
have  come  under  my  own  observation  have  shown  that 
there  was  some  indication  of  the  epileptic  trouble  before 
the  local  injury  or  local  disturbance,  or  else  alter  the 
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local* disturbance  lias  been  removed  the  epilepsy  Cor  a 
time  disappeared,  as  it  is  apt  to  do  under  any  new  form 
of  treatment,  and  then  returned  as  badly  as  ever. 

In  regard  to  the  particular  case  that  lias  been  reported 
here  this  afternoon,  it  seems  to  me  that  there  are  certain 
possibilities  which  might  be  considered.  In  the  lirst 
place,  as  I  understand,  there  had  been  some  otitic  trouble 
in  early  childhood,  with  a  probable  suppuration  which 
had  cleared  up.  That  may  have  left  behind  it  some 
intracranial  disturbance  of  a  slight  character  which 
was  aggravated  by  the  additional  inflammatory  dis- 
turbance of  the  second  attack,  or  in  the  second  attack 
various  toxic  products  may  have  been  developed  which  in 
some  way  produced  the  convulsive  seizures.  Whether 
there  was  a  small  patch  of  meningitis  from  the  original 
otitic  trouble  or  an  invasion  of  the  brain  by  toxines,  or 
slight  inflammatory  disturbance,  it  is  difficult  to  say,  but 
at  any  rate  the  very  decided  influence  of  operation  and 
drainage  of  the  mastoid  and  contiguous  parts  of  the  brain 
might  afford  a  relief  in  the  way  of  counter  irritation  if 
nothing  more  and  it  would  of  course  be  too  early  to  deter- 
mine if  the  operation  had  produced  a  permanent  cure  or 
not. 

Dr.  Walton: — A  sharp  distinction  should  be  made  be- 
tween epileptic  and  epileptiform  attacks.  Epilepsy  is  a 
distinct  cerebral  disorder  with  inherent  tendency  tore- 
current  convulsions  of  a  certain  type  without  gross  patho- 
logical changes.  The  term  may  be  extended  for  conven- 
ience to  cases  in  which  chronic  tendency  to  convulsion 
follows  the  healing  of  an  old  cerebral  lesion,  as  hemor- 
rhage. The  convulsions  accompanying  intoxication,  as  of 
uraemia,  and  such  gross  lesions  as  tumor  and  abscess,  may 
be  epileptiform  but  are  not,  properly  speaking,  epileptic. 
I  strongly  suspect  that  when  convulsions  other  than  hys- 
terical accompany  otitic  or  mastoid  disease  we  have  to  do 
with  a  coincidence  or  with  direct  cerebral  implication 
either  by  extension  or  by  toxic  influence,  as  through  py- 
ogenic microorganisms. 
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I  suppose  it  is  possible  that  in  a  child  of  eight  the 
normal  brain  may  still  be  so  susceptible  that  a  reflex 
cause  may  produce  convulsions  allied  to  the  convulsions 
of  infancy ,  and  I  .dare  say  this  was  the  condition  in  Dr. 
Randall's  case.  I  should  hardly  class  the  convulsions, 
however,  as  epileptic.  1  am  very  sceptical  regarding  the 
production  of  epilepsy  by  reflex  causes  and  its  cure  by 
their  removal,  though  it  is  true  that  a  reflex  irritation 
may  be  the  exciting  cause  of  an  individual  attack  in  the 
person  already  epileptic. 

Dr.  Risley: — Without  entering  into  a  general  discus- 
sion of  the  subject,  1  think  it  might  be  interesting  to 
recall  a  case  which  would  fall  into  the  same  category  as 
Dr.  Randall's.  I  have  been  glad  to  hear  the  distinction 
made  between  epileptic  and  epileptiform  attacks.  In  all 
the  cases  which  have  fallen  under  my  observation  in 
which  storms  of  the  nervous  system  have  occurred  as  the 
result  of  some  local  irritation,  there  has  been  the  ques- 
tion as  to  whether  they  were  epileptiform  attacks  or  true 
epilepsy. 

A  gentleman  of  4.")  consulted  me  who  had  had  an  inter- 
mittently discharging  ear  from  childhood'.  Two  years  be- 
fore I  saw  him  he  developed  these  peculiar  seizures, 
which  always  came  on  in  the  night,  and  during  the  two 
years  he  had  had  four  or  live,  possibly  more.  These  at- 
tacks, which  were  convulsive  in  character,  were  attended 
with  loss  of  consciousness.  He  bit  his  tongue,  frothed  at 
the  mouth,  and  was  unconscious  of  having  had  them  the 
following  morning.  During  the  day  time  he  would  have 
frequent  attacks  of  roaring,  rushing  sounds  in  the  head, 
with  a  sense  of  falling,  although  he  never  did  so.  He  had 
one  of  these  attacks  while  waiting  in  my  office,  and  when 
I  called  him  in  and  looked  at  his  ear  I  found  a  curious 
blood-red  polyp,  very  small,  which  had  apparently  been 
thrust  into  view  below  the  upper  remaining  rim  of  the 
tympanic  membrane.  I  touched  it  with  the  point  of  a 
cotton  tipped  probe  and  it  immediately  sprang  out  of 
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sight  behind  the  membrane  again  and  the  souse  of  full- 
ness in  a  measure  disappeared.  I  asked  Dr.  Randall  to 
sect  lie  case,  and  this  polyp  was  removed.  I  also  sent 
him  to  Dr.  Mills  for  consultation  regarding  any  evidence 
of  general  nerve  disease,  who  made  a  very  careful  study 
of  his  symptoms.  The  result  was  that  after  the  removal 
of  tliis  small  polyp,  now  two  years  ago,  he  lias  never  had 
another  of  his  epileptiform  seizures. 

Dr.  Bacon: — I  would  refer  very  briefly  to  a  case  of 
brain  abscess  which  [operated  on  eight  years  ago.  It  was 
a  case  of  chronic  otorrhoea,  followed  by  abscess  in  t  he  teni- 
poro-sphenoidal  lobe.  While  marked  aphasic  symptoms 
were  present,  Dr.  Starr,  who  saw  the  patient,  made  the 
remark  that  he  would  probably  have  epileptiform  attacks 
after  the  operation.  For  several  years  he  had  a  number 
of  epileptiform  attacks,  about  twenty-two  in  number,  but 
for  the  last  two  years  he  has  been  entirely  free  from  these 
attacks.  I  was  particularly  interested  because  Dr.  Starr 
made  the  remark  at  the  time  that  he  probably  would 
have  these  attacks.  It  is  the  only  case  I  have  seen  of  ab- 
scess of  the  brain  where  a  patient  has  had  such  attacks. 

Dr.  Jack: — I  have  had  a  case  very  similar  to  Dr.  Ba- 
con's, which  1  reported  at  the  Academy  of  Medicine,  in 
Ne.w  York,  a  few  years  ago;  a  case  of  complete  recovery 
following  operation  for  brain  abscess  with  aphasia.  The 
aphasia  disappeared.  Epileptic  seizures  appeared  in  a 
few  months,  but  have  now  almost  ceased. 

Dr.  KrciiARDS: — I  have  a  case  in  which  epileptiform 
convulsions  came  on  after  a  radical  operation.  The 
patient  also  developed  after  recovery  a  facial  paralysis 
which  lasted  a  short  time.  The  epileptiform  seizures 
occurred  several  times  a  year.  This  case  A\as  seen  in  con- 
sultation with  Dr.  Jack,  and  the  question  of  a  secondary 
operation  came  up.  We  brought  her  here  and  kept  her 
in  hospital  for  a  time  but  nothing  was  done,  as  she  slowly 
recovered  ami  is  now,  I  think,  all  right. 
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Dr.  I'ttnam: — I  should  like  to  say  just,  a  few  words 
more.  I  should,  of  course,  agree  with  the  other  gentle 
men  who  have  spoken  that  one  cannot  exclude  the  possi 
bility  that  in  these  cases  where  epilepsy  appears  in  con- 
nection with  the  peripheral  irritation  and  then  disappears 
when  the  irritation  is  removed  there  may  not  have  been 
a  predisposition.  I  only  say  that  we  do  not  know  any- 
thing about  that  whatever.  Of  course  wo  can  make  an 
arbitrary  category  and  say  that  all  cases  that  follow  a  cer- 
tain rule  are  true  "epilepsy*"  and  the  others  only  "epi- 
leptiform" attacks,  but  to  do  that  is  really  to  beg  the 
question.  It  may  be  that  every  one  is  predisposed  to  epi- 
lepsy, and  w  ill  have  the  disease  it  he  is  subjected  to  a 
powerful  irritation.  1  do  not  see  on  what  clinical  grounds 
we  can  make  a  distinction  between  epilepsy  and  epilepti- 
form seizures  which  will  meet  all  cases.  How  are  we  to 
classify  the  cases  where  convulsions  occur  for  a  time  and 
then  disappear  spontaneously?  Or,  again,  when  a  person 
previously  healthy,  gets  a  hemorrhage  into  the  brain  and 
then  has  epileptic  attacks  from  the  scar,  is  he  "epilept  ic," 
or  are  his  attacks  "epileptiform"?  Or  if  a  person  has  an  in- 
jury of  the  brain  w  ith  adherent  membranes  and  epilepsy 
occurs  as  a  result,  and  then  is,  perhaps,  cured  by  opera- 
tion, how  shall  we  classify  his  case?  Of  course,  if  we  say 
all  these  cases  are  "epileptiform,"  the  generalization 
may  be  convenient,  but  it  is  laid  dow  n  at  the  cost  of  mak- 
ing a  statement  not  based  on  sufficient  evidence.  I  do 
not  see  how  we  can  doubt  that  there  are  such  cases  as 
have  been  reported  this  afternoon  where  typical  attacks 
do  occur  in  connection  with  peripheral  irritation  and 
where  we  must  regard  the  peripheral  irritation  as  the 
cause.  We  may  have  our  own  opinion  about  predisposi- 
tion, but  that  is  a  matter  about  which  we  certainly  know 
but  little. 

Dr.  Green: —  I  should  like  to  add  one  more  case  of 
epilepsy  following  abscess  of  the  brain,  which  I  saw  in 
consultation.  It  was  an  abscess  of  t  he  tempero-sphenoidal 
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lobe.  It  healed  up  and  sonic  two  years  after  the  patient 
developed  epilepsy,  which  has  continued  ever  since.  He 
lias  had  a  few  comparatively  slight  attacks  and  at  long  in- 
tervals. This  case  was  complicated,  too,  by  gett  ing  a  his- 
tory that  the  hoy's  uncle  had  been  a  very  severe  epileptic 
all  his  life. 

Dr.  Randall:  —  1  should  like  to  say  that  I  have  tried 
to  take  a  conservative  ground  in  my  statements  and  in. 
writing  this  case  up  I  wrote  of  these  attacks  as  epilepti- 
form, but  Dr.  Lloyd,  an  extremely  careful  neurologist, 
struck  out  the  " epilepitf orm "  and  marked  them  "epi- 
leptic," and  that  is  his  diagnosis  in  this  case.  To  me  the 
striking  point  as  marking  the  relation  of  the  alleviation 
(I  still  prefer  that  word  to  cured)  is  that  so  long  as  the 
operative  procedure  was  incomplete,  the  condition  was 
markedly  aggravated.  It  was  only  with  the  cure  from 
an  otological  standpoint  that  relief  was  obtained.  We 
know  that  any  operative  shock  may  bring  about  a  stop- 
page of  epileptic  attacks.  The  contrary  was  the  case 
here  and  I  felt  therefore  the  more  confident  of  the  otitic 
causation  of  the  condition.  Further,!  went  against  the 
opinion  of  a  highly  esteemed  general  surgeon  in  relation 
to  there  being  a  focal  lesion  here  because,  while  the  con- 
dition had  some  elements  pointing  distinctly  to  that, 
there  was  practically  no  aphasia  whatever.  The  child 
was  a  litt  le  slow  of  speech,  but  hardly  recognizably  so, 
and  only  on  one  occasion  did  I  know  him  to  use  a  word 
amiss.  So  that  the  speech-centres  seemed  to  be  unaffected 
ami  the  lesion  would  seem  to  have  been  a  meningeal  one 
—  a  dura!  one  probably.  The  marked  involvement  of  the 
eyelids  on  the  opposite  side  was  interesting  to  me,  and 
that  was  one  of  the  most  distinctly  focal  symptoms  t  hat 
could  he  cited.  He  was  blinking  rapidly  in  these  attacks 
always,  his  head  going  dow  n  on  his  chest,  no  in-turning 
of  the  thumbs;  many  of  the  usual  focal  symptoms  en- 
tirely lacking;  while  this  right  lid  was  moving  at  the 
rate  of  double  or  treble  the  rapidity  of  the  left.     I  there- 
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fore  could  no1  regard  I  his  as  being  focal,  bul  rat  her  as 
irritative  ami  meningitic  and  I  expected  to  find  this  con- 
dition. 1  would  like  to  say  with  regard  to  1  lie  ear  (  hat  of 
course  I  expect  every  otologist  to  share  the  view  that 
there  had  been  a  trouble  here  which  doubtless  dated 
back  a  long  t  ime. 

Following  what  has  been  said  about  the  brain  abscess 
cases,  I  happen  to  have  seen  or  known  of  three  of  those 
rather  curious  cases  in  which  a  stab  wound  has  been 
given  through  the  parietal  bone  into  the  brain.  In  one 
where  the  patient  developed  aphasia  and  other  symptoms 
a  portion  of  the  blade  was  found  projecting  through  the 
outer  table  and  there  was  a  large  parietal  abscess  sur- 
rounding it.  While  no  abscess  followed  in  the  other  t  wo 
cases,  they  were  very  interesting.  In  that  case  after 
successful  operation  epileptic  seizures  came  on,  persisted, 
and  grew  rather  more  frequent  and  severe  and  the  sur- 
geon operated  a  second  time,  loosening  up  the  scar  tissue 
and  following  that  secondary  operation  there  was  disap- 
pearance of  the  epileptic  attacks.  This  may  be  of  thera- 
peutic value  to  ns  in  dealing  with  these  cases. 

Dr.  Bacon  demonstrated  a  model  of  the  ear,  containing 
about  sixty  metallic  disks,  which  could  be  changed,  show- 
ing the  different  appearances  of  the  tympanic  membrane 
in  healt  h  and  disease ;  and,  one  containing  a  membrane 
upon  which  a  paracentesis  could  be  practiced. 


PERFORATION  OF  SHRAPNEL'S  MEMBRANE; 
(ARIES  OF  THE  MALLEUS;  PURULENT  DIS- 
CHARGE. 

W.  Sohier  Bryant,  M.  D.,  New  York,  N.  Y. 
CASE  I. 

Capt.  X.,  IT.  S.  A.,  aged  31  years;  referred  by  Dr.  Clar- 
ence J.  Blake,  of  Boston  who  had  made  the  diagnosis  of 
perforation  of  Shrapnel's  membrane  with  caries  of  the 
neck  of  the  malleus. 

The  purulent  discharge  had  commenced  in  the  right 
ear  during  service  in  Cuba  in  1898.  The  discharge  had 
continued  more  or  less  abundantly  ever  since  in  spite  of 
varied  treatment.  The  disease  was  much  aggravated  by 
recent  service  in  the  Philippines. 

Capt.  X.'s  application  to  the  Surgeon  General  for  an 
allowance  for  special  medical  treatment  being  granted,  I 
commenced  treatment  February  24,  1904. 

Examination  of  the  ear  showed  a  small  perforation  in 
the  centre  of  Shrapnel's  membrane,  choked  with  granula- 
tions and  a  mucopurulent  discharge. 

Tiny  pledgets  of  cotton  on  a  line  bent  silver  applicator 
were  passed  through  the  perforation  as  far  as  possible  in 
every  direction,  wiping  it  out  as  clean  as  could  be  and 
abrading  the  granulations.  The  cot  ton  could  he  passed 
easily  into  the  antrum.  Then  with  a  Blake's  middle  ear 
syringe,  using  a  specially  fine  cannla,  a  strong  solution  of 
bicarbonate  of  soda  was  syringed  in,  the  tip  of  the  cannla 
being  bent  and  carried  as  far  as  possible  in  all  direc- 
tions. By  this  means  a  considerable  amount  of  flakes  of 
desquamated  epithelium  was  evacuated,  especially  from 
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the  direct  ion  of  the  antrum.  Then  the  cavity  was  again 
wiped  with  the  cotton  pledgets,  aft  it  which  saturated 
boric  acid  solution  in  alcohol  was  syringed  in. 

In  the  subsequent  treatment  when  no  more  epithelium 
could  be  dislodged  the  bicarbonate  of  soda  solution  was 
not  used  but  the  alcohol  continued. 

As  the  discharge  diminished  in  quantity  it  became 
more  t  ransparent . 

Syringing  with  nitrate  of  silver  was  substituted  for  the 
alcohol,  using  two  to  three  grains  to  the  ounce. 

When  the  discharge  had  ceased  and  the  perforation 
still  contained  moisture  it  was  wiped  out  with  cotton 
pledgets  ami,  using  a  line  glass  Buck's  middle  ear  canula, 
inserted  through  the  perforation,  boric  acid  powder  was 
blown  in  until  the  cavity  was  tilled. 

When  on  the  next  visit  the  boric  acid  tilling  was  found 
undissolved,  it  was  Left  intact  and  nothing  more  was 
done. 

After  the  boric  acid  had  remained  undissolved  for  six 
days,  it  was  gradually  picked  out,  leaving  the  perforation 
as  it  is  now,  fairly  (dean.  A  little  dry  epithelium  is  still 
adherent  to  the  sides  of  the  perforation. 

During  the  various  relapses  that  occurred,  the  treat- 
ment was  recommenced  at  whatever  stage  was  indicated 
by  the  nature  of  the  discharge. 

March  3d,  acoumeter  heard  3  feet. 

On  March  9th  discharge  ceased;  acoumeter  7^  feet. 
Discharge  soon  reappeared  but  was  brought  under  control 
once  more. 

March  27th  acoumeter  15  feet.  Again  the  discharge  re- 
appears and  again  it  is  stopped. 

May  3d  the  ear  becomes  permanently  dry  and  treat- 
ment discontinued.  No  further  discomfort  or  trouble  in 
the  ear  has  appeared  since  that  time  (now  over  a  year 
ago). 

May  17th  hearing  35  feet  for  the  acoumeter. 
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Purulent  discharge  through  Shrapnel's  membrane  last- 
ing for  over  six  years  permanently  stopped  in  9^  weeks  of 
treatment. 

CASE  II. 

Fetid  Otorfhoea  of  Many  Years'  Duration. — Discharge 
coining  from  mastoid  antrum  through  a  perforation  of  the 
superior  posterior  quadrant  of  the  membrana  tympana  of 
the  left  ear. 

Mr.  J.,  merchant,  aged  39,  first  soon  by  me  Decor  '  t 
1st,  1903.  Ho  then  had  a  scanty,  thin,  fetid,  purulent 
discharge  from  the  left  ear.  The  ear  had  discharged  very 
many  years  in  spite  of  prolonged  and  various  treatment. 
Examination  of  the  drum  membrane  revealed  a  perfora- 
tion occupying  the  superior  posterior  quadrant  and  a  free 
passage  up  to  the  mastoid  antrum.  The  anterior  and  lower 
tympanic  cavity  were  shut  off  from  this  superior  and  pos- 
terior region  by  a  cicatricial  membrane. 

The  external  auditory  canal  was  cleansed  by  cot  I  on 
pledgets  and  a  Blake's  canula  was  passed  as  far  as  possi- 
ble through  the  perforation  and  a  strong  solution  of  bicar- 
bonate of  soda  was  syringed  in.  A  considerable  quantity  of 
desquamated  epithelial  flakes  and  sheets  was  brought 
away.  The  cavity  was  then  thoroughly  dried  with  cotton 
pledgets  on  a  fine  bent  silver  applicator.  Then  a  2-grain 
to  the  ounce  solution  of  nitrate  of  silver  was  syringed  in. 

On  the  second  day  the  discharge  was  no  longer  fetid 
and  of  better  consistence  and  quantity.  The  cavity  was 
again  cleansed  by  the  same  method.  Very  little  epithe- 
lium was  brought  out. 

After  two  days  the  patient  was  seen.  The  discharge 
was  merely  moisture.  The  cavity  was  syringed  as  before 
with  nitrate  of  silver  solution,  omitting  the  soda  solution, 
then  dried  with  cotton  and  a  little  boric  acid  powder 
insufflated  through  a  small  canula  passed  well  into  the 
ca vity. 
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Four  days  later  the  perforation  was  dry  and  Lined  with 
glistening  epithelium. 

The  hearing  improved  from  three  inches  to  eight  inches 
for  the  acoumeter,  and  the  patient's  general  health  im- 
proved markedly. 

The  constant  fetid  discharge  from  the  mastoid  antrum 
was  permanently  cured  after  four  treatments  on  alter- 
nate days  and  has  not  returned  as  yet.  It  is  now  more 
than  a  year  and  a  half  since  it  stopped. 


REPORT  OK  TWO   FATAL  (  ASKS  OF  BRAIN 
ABSCESS. 


EnwAKD  15 ha i) ford  Dench,  M.  D.,  JVeio  Turk,  X.  Y. 

The  following  cases  of  brain  abscess,  although  ending 
fatally,  seem  to  me  to  be  of  sufficient  interest  to  be  re- 
ported in  full : 

I.  (t.,  aged  fifty-two  years,  was  admitted  .to  the  New 
York  Eye  and  Ear  Infirmary  on  February  6,  1905,  with  the 
following  history  :  The  patient  had  always  been  in  good 
health;  no  specific  history;  used  alcohol  in  moderation. 
A  year  ago  he  suffered  from  pain  in  the  right  ear,  which 
disappeared  in  a  few  days.  One  month  previous  to  the 
patient's  admission  to  the  hospital,  he  was  taken  with  a 
severe  earache.  On  the  following  day  he  consulted  a  phy- 
sician, and  was  under  treatment  for  two  weeks,  with 
some  relief;  there  was  a  little  discharge  from  the  ear  at 
this  time.  At  the  end  of  two  weeks'  time  the  pain  in 
the  ear  had  ceased,  Imt  the  patient  began  to  complain  of 
pain  in  the  right  frontal  region,  over  the  right  eye.  The 
patient's  family  reported  that  for  two  weeks  before  his 
entering  the  hospital  he  had  been  decidedly  worse,  that 
he  had  alternate  attacks  of  restlessness  and  drowsiness, 
but,  as  a  rule,  was  able  to  sleep  at  night.  He  had  only 
complained  of  pain  in  the  right  frontal  region.  Some 
staggering  gait  had  been  noticed  during  this  period. 
The  physician  who  treated  him  said  that,  with  the  incep- 
tion of  the  earache,  there  was  considerable  swelling  over, 
the  right  mastoid  process,  and  linn  pressure  in  this  region 
elicited  pain.  This  tenderness  and  swelling  had  disap- 
peared before  the  patient  came  under  observation.  On 
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his  admission  ti>  the  hospital  he  seemed  to  be  in  much 
pain,  was  restless  one  minute  and  drowsy  the  next.  The 
lace  had  a  marked  septic  appearance.  The  breath  was 
foul  and  the  tongue  coated  with  a  brownish  coating. 
When  left  to  himself,  the  patient  seemed  to  drop  off  into 
sleep  as  though  he  were  under  the  influence  of  some 
hypnotic,  although  the  use  of  any  hypnotic  was  denied. 
From  this  semiconscious  condition  the  patient  was  easily 
aroused.  On  questioning  him  he  said  that  he  felt  per- 
fectly well,  ami  he  complained  of  absolutely  no  pain; 
there  was  no  mastoid  tenderness  at  this  time.  The  right 
external  auditory  canal  was  considerably  narrowed 
throughout  its  entire  extent.  There  was  no  marked 
bulging  of  the  drum  membrane,  although  the  upper  ami 
posterior  portion  of  the  membrane  could  not  be  clearly 
seen  on  account  of  the  narrowing  of  the  canal.  This 
narrowing  was  uniform,  and  was  not  confined  to  the 
fundus. 

A  free  myringotomy,  with  the  extension  of  the  incision 
on  the  upper  and  posterior  wall,  was  performed  immedi- 
ately after  admission.  A  bacteriological  examination  of 
the  discharge  from  the  ear  showed  an  unidentified  ba- 
cillus in  considerable  numbers.  General  examination 
showed  the  reflexes  to  be  about  normal;  power  and  sen- 
sation, on  both  sides,  normal  and  equal;  patellar  reflex 
slightly  exaggerated  upon  the  right  side.  An  examina- 
tion  of  the  eyes  showed  the  fields  of  vision  and  optic  discs 
to  be  normal.  Physical  examination  of  the  thoracic  ami 
abnominal  viscera  revealed  no  departure  from  the  normal 
standard. 

There  was  practically  no  discharge  from  t  he  ear  follow- 
ing the  incision  of  the  drum  membrane.  The  patient's 
condition  remained  about  the  same  for  three  days.  On 
the  fourth  day  after  admission  there  seemed  to  be  some 
slight  mastoid  tenderness,  and,  owing  to  the  irregular 
temperature  and  a  leukocytosis,  shown  on  the  day  of  ad- 
mission to  be  21,400,  as  well  as  the  history  of  the  case,  I 
decided  to  perform  an  exploratory  mastoid  operation. 
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Rather  extensive  destruction  was  found  in  the  mastoid, 
some  free  pus  being  present,  and  the  cells  being  lilled 
with  granulation  tissue.  The  lateral  sinus  was  exposed, 
but  was  found  to  be  healthy.  An  examination  of  the  pus 
from  the  mastoid  wound  showed  a  mixed  infection  of 
large  and  small  staphylococci,  occurring  in  pairs,  and 
in  short  irregular  chains.  Previous  to  the  mastoid  oper- 
ation the  patient  had  been  examined  by  Dr.  M.Allen 
Starr,  who  found  no  evidences  of  intracranial  involve- 
ment. The  day  after  the  operation  the  patient  was  more 
stupid,  and  there  was  some  paralysis  of  the  left  upper  ex- 
tremity. The  right  arm  was  moved  constantly,  and  the 
left  arm  was  not  moved  at  all. 

Owing  to  the  fact  that  the  patient  was  becoming  steadily 
worse,  I  decided  to  do  an  exploratory  craniotomy.  The 
cranial  cavity  was  opened  an  inch  and  a  quarter  above 
and  an  inch  and  a  quarter  behind  the  centre  of  the  ex- 
ternal auditory  meatus,  and  an  incision  forward,  down- 
ward, and  inward,  extending  to  a  depth  of  about  an  inch 
and  a  half  into  the  brain  substance  evacuated  about  an 
ounce  of  pus.  The  abscess  cavity  was  explored  by  means 
of  the  linger,  and  was  then  examined  by  means  of  the 
encephaloscope.  The  cavity  was  thoroughly  dried  through 
the  encephaloscope  by  means  of  the  cotton-tipped  probes, 
and  the  entire  abscess  cavity  packed  with  sterile  gauze. 

On  t  he  day  after  the  operation  the  patient  was  able  to 
move  his  left  arm,  and  seemed  brighter  that  afternoon 
than  he  had  been  at  any  time  since  his  admission  to  the 
hospital.  This  improvement  lasted  for  four  days,  when 
the  patient  became  dull,  and  was  aroused  with  difficulty. 
The  abscess  w  as  dressed  daily,  the  packing  being  renewed 
after  the  entire  cavity  had  been  cleansed  thoroughly 
through  the  encephaloscope.  From  the  fourth  day  unt  il 
the  ninth  day  after  the  operation  the  patient  steadily  be- 
came worse;  he  became  more  and  more  drowsy,  the  tem- 
perature gradually  rose  and  he  died,  on  the  tenth  day 
after  the  operation,  with  symptoms  of  meningitis. 
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The  second  case  was  that  of  a  young  man  aged  twenty- 
one  years,  who  presented  himself  at  the  New  York  Eye 
and  Ear  Infirmary  oh  December  5,  H>04,  with  a  history  of 
having  had  a  constant  purulent  discharge  from  the  Left 
ear  during  the  past  two  years. 

On  examination,  a  slight  purulent  discharge  was  found 
in  the  canal;  the  membrana  tympani  was  very  exten- 
sively destroyed ;  no  granulation  t  issue  was  present. 
The  radical  operation  was  performed  in  the  usual  way. 
The  antrum  was  very  deeply  located,  and  was  also  situ- 
ated at  a  higher  level  than  normal.  Considerable  soft- 
ened hone  was  round  in  the  epitympanic  space,  and 
owing  to  the  amount  of  destruction  and  to  the  rather  free 
hemorrhage  during  the  operation,  primary  graft  ing  was  not 
deemed  advisable.  After  the  ordinary  concheal  flap  was 
cut,  the  posterior  wound  was  packed  with  iodoform  gauze 
and  allowed  to  remain  open.  A  secondary  skin  graft- 
ing was  done  two  weeks  later,  the  granulations  which  had 
sprung  up  in  t  he  bony  cavity  being  removed  by  means  of 
t  he  curette  at  the  time  of  t  he  grafting.  Two  large  Thiersch 
grafts  were  applied  to  line  the  cavity,  and  the  posterior 
wound  was  completely  (dosed  by  sutures.  The  tempera- 
ture began  to  rise  very  soon  after  the  grafting,  and  three 
days  after  the  secondary  operation  all  pledgets  were  re- 
moved and  the  grafts  taken  away.  In  spite  of  this  fact, 
however,  the  temperature  four  days  after  the  secondary 
operation  had  reached  L05.60.  At  the  dressing  on  the 
previous  day  the  wound  was  found  to  he  infected.  All 
stitches  were,  therefore,  removed,  and  the  wound  irri- 
gated freely  with  a  peroxide  of  hydrogen  solution.  The 
temperature  then  fell  gradually  for  five  days,  until  it 
reached  99. 2°,  and  the  patient  seemed  to  he  doing  very 
well.  At  the  time  of  the  high  temperature  the  bipod 
count  showed  25,000  white  cells,  6,000,000  red  cells,  81.5 
per  cent,  polynuclear  cells.  As  the  temperature  fell,  the 
leukocytosis  promptly  disappeared,  so  that  on  Decem- 
ber 27th,  when  the  temperature  had   reached  99.2°,  the 
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leukocytosis  had  fallen  to  18,000.  The  patient  continued 
to  improve,  and  three  days  later  the  leukocytosis  had 
fallen  to  1 1,000. 

The  patient  did  well  for  about  two  weeks,  when  he 
gradually  became  dull,  and  the  temperature  began  to  rise 
slowly.  He  complained  of  considerable  pain  in  his  head 
and  some  pain  in  the  back  of  his  neck.  An  examination 
of  the  eye  grounds,  on  previous  occasions,  had  been  en- 
tirely negative.  On  January  11th,  however,  there  was 
decided  choking  of  the  left  optic  disk  and  the  patient  was 
somewhat  aphasic,  that  is  he  could  not  name,  properly,  ar- 
ticles which  were  exhibited  to  him.  For  this  reason  it 
was  deemed  wise  to  explore  the  temporo-sphenoidal  lobe. 
A  blood  count  at  this  time  showed  16,500  white  cells, 
5,400,000  red  cells;  a  differential  count  was  not  made 
at  this  time.  An  examination  of  the  field  of  vision  at 
this  time  seemed  to  show  that  there  was  homonymous 
hemianopsia,  involving  the  temporal  half  of  the  right 
eye  and  the  nasal  half  of  the  left.  An  exploratory  crani- 
otomy was  therefore  performed,  and  a  large  portion  of 
the  squamous  bone  removed.  A  dural  flap  was  then  re- 
jected upward  and  several  punctures  were  made  in  the 
brain  substance,  with  negative  results.  The  dural  flap 
was  accordingly  partially  sutured  over  the  exposed  cere- 
bral substance  and  the  angles  of  the  incisions  in  the  soft 
parts  were  united  by  means  of  sutures ;  the  incised  brain 
tissue  was  dressed  with  iodoform  gauze  and  separated 
from  the  radical  operation  cavity  by  iodoform  gauze  pack- 
ing. The  bandage  was  then  applied  and  the  patient  re- 
turned to  lied. 

On  the  third  day  after  the  operation  the  wound  was 
dressed  and  the  sutures  removed.  About  five  days  after 
the  operation  a  small  abscess  formed  under  the  anterior 
angle  in  the  soft  parts.  This  was  evacuated,  and  the 
temperature,  which  had  risen  slightly,  again  fell  to  near 
the  normal  standard.  About  ten  days  after  the  explora- 
tory operation,  on  examining  the  hernia  cerebri,  which 
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was  quite  prominent,  considerable  pus  was  evacuated 
from  the  brain  substance.  There  seemed  to  be  two  pock- 
ets in  the  brain  substance,  one  extending  downward,  for- 
ward and  inward,  and  the  other  extending  inward  and 
slightly  backward.  These  pockets  were  packed  with 
sterile  gauze,  and  the  patient  continued  to  do  very  well. 
He  gained  strength,  the  temperature  became  normal,  his 
aphasia  became  less  marked,  and  he  was  able  to  be  up 
and  about  the  want.  The  hernia  cerebri  never  com- 
pletely disappeared,  although,  as  the  result  of  linn  press- 
ure and  repeated  excisions,  it  became  considerably  re- 
duced in  size.  A  small  hernia,  however,  of  an  area 
of  about  the  size  of  a  twenty-five-cent  piece  still  re- 
mained. The  margins  of  this  were  excised,  and  an  ap- 
plication of  nitrate  of  silver  made  to  the  cut  margins. 
Firm  strapping  of  adhesive  plaster  was  also  applied  over 
the  hernia  to  reduce  its  size. 

From  the  time  of  the  operation  upon  the  brain,  on 
January  Jlth,  until  .March  L8th,  the  patient  continued  to 
improve.  There  were  some  slight  temperature  remis- 
sions, but,  with  one  or  two  exceptions,  occurring  within 
the  first  week  after  operation,  there  was  never  a  rise 
above  LOO  ,  except  on  February  1th,  when,  for  some  unex- 
plained reason  the  temperature  suddenly  went  to  L04  . 
From  February  4th  patient  continued  steadily  to  improve. 
He  gained  strength,  the  aphasia  almost  entirely  disap- 
peared, and  although  his  vision  was  not  perfect  it  had 
improved  considerably.  lie  was  able  to  be  up  and  about 
the  ward,  and  was  anxious  to  leave  the  hospital.  All  of 
these  favorable  symptoms  continued  until  March  18th, 
when  he  complained  of  severe  pain  in  his  head,  had  a 
chill,  and  became  comatose,  the  temperature  rose  to 
L05.8°,  the  neck  became  rigid,  and  he  presented  all  the 
evidences  of  meningitis.  The  brain  substance  was  again 
opened  over  the  region  of  the  hernia  cerebri,  and  a  con- 
siderable quantity  of  turbid  fluid  evacuated.  This  fluid 
evidently  came  from  the  lateral  ventricle.  Immediately 
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after  the  evacuation  of  the  fluid  the  temperature  fell 
to  normal,  hut  very  soon  rose  again,  and  the  patient  died 
on  the  seventh  day  after  the  invasion  of  the  ventricle. 

These  two  cases  present  points  of  considerable  interest. 

In  the  first  case  we  have  a  history  of  an  acute  middle- 
ear  inflammation,  with  the  probable  involvement  of  the 
mastoid  at  the  time  of  the  acute  invasion,  and  with  the 
apparent  subsidence  of  all  mastoid  symptoms  for  a  period 
of  two  weeks.  The  patient  then  comes  under  observa- 
tion, with  ill-defined  cerebral  symptoms,  but  with  no 
evidences  either  of  severe  middle-ear  inflammation  or  of 
mastoid  involvement.  The  operation  upon  the  mastoid 
was  only  considered  justifiable  after  the  patient  had  been 
under  observation  four  days,  and  was  then  performed  as 
an  exploratory  measure  as  there  seemed  to  be  no  other 
reason  for  the  patient's  temperature  elevation  and  leuko- 
cytosis. Mastoid  tenderness  was  either  absent  or  only 
present  to  a  very  slight  degree.  The  condition  of  the 
mastoid  at  the  time  of  operation  and  the  increasing 
mental  dullness  were  the  indications  upon  which  the 
operation  was  performed  on  the  following  day  on  the 
brain,  and,  as  already  detailed,  this  operation  revealed 
a  large  temporo- sphenoidal  abscess.  As  the  disease,  in 
this  case,  was  located  upon  the  right  side,  all  localizing 
symptoms  were  wanting,  until  the  paretic  symptoms,  re- 
ferred to  the  opposite  side  of  the  body,  made  their  ap- 
pearance. 

Whether  an  earlier  operation  would  have  saved  this 
patient  is  a  question.  -Considering  the  fact  that  he  w  as 
examined  by  a  prominent  neurologist  only  forty-eight 
hours  before  1  decided  to  do  an  exploratory  craniotomy, 
and  that,  as  the  result  of  this  consultation,  operation  was 
advised  against,  it  would  seem  that  any  earlier  operative 
procedure  would  hardly  have  been  considered  justifiable. 

In  t  he  second  case  the  high  temperature  immediately 
after  the  skin  grafting  led  us  to  suspect  at  lirst  a  central 
pneumonia  as  the  result  of  the  ether  anaesthesia.  Re- 
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peated  examination  of  the  chest,  however,  failed  to  re- 
veal any  signs  of  consolidation  and,  as  will  lie  seen  by 
referring  fco  the  chart,  the  temperature  gradually  fell 
until  it  became  almost  normal.  The  cerebral  symptoms 
did  not  make  their  appearance  until  about  three  weeks 
alter  the  secondary  grafting  of  the  middle-ear  cavity.  In 
this  case  the  cerebral  symptoms  were  rather  complex, 
and  seemed  to  indicate  a  somewhat  extensive  involvement 
of  t  he  brain  substance  ;  t  hat  is  t  he  pat  ieiit  was  aphasic,  or 
suffering  from  'word  blindness,''''  which  would  naturally 
lead  one  to  locate  the  lesion  in  the  posterior  portion  of 
the  temporo-sphenoidal  lobe.  In  addition  to  this  symp- 
tom, however,  the  appearance  of  homonymous  hemia- 
nopsia seemed  to  show  either  involvement  of  the  occipital 
lobe  or  of  some  of  the  commissural  fibres.  Owing  to  the 
wide  separation  of  the  two  cortical  areas  involved,  and 
presuming  that  the  primary  seat  of  the  infection  was  the 
middle  ear,  it  seemed  wise  to  me  to  open  the  skull  im- 
mediately above  the  external  auditory  meatus,  rather 
than  farther  back  over  the  occipital  lobe.  Naturally,  in 
a  case  of  this  kind  there  may  be  multiple  purulent  foci. 
Failing  to  find  pus  in  the  temporo-sphenoidal  lobe,  I  did 
not  feel  justified  in  exposing  the  occipital  lobe  at  this 
same  operation,  and  the  steady  improvement  of  the 
patient  after  the  exploratory  craniotomy  seemed  to  rather 
argue  against  any  further  exploratory  operation. 

I  feel  that  if  in  this  case  the  opening  into  the  cranial 
cavity  had  been  made  farther  back,  at  the  posterior  ex- 
tremity of  the  horizontal  limb  of  the  fissure  of  Sylvius,  the 
operation  might  have  been  more  successful.  From  the 
fact  that  pus  was  obtained  from  the  brain  substance  a 
number  of  days  after  the  operation,  although  none  was 
obtained  at  the  time  of  the  operative  procedure,  it  seems 
quite  possible  that  the  pus  slowly  worked  its  way  along 
the  lines  of  least  resistance,  and  was  evacuated  spontane- 
ously through  the  hernia  cerebri.  That  the  drainage  was 
insufficient  is  clearly  shown  by  the  subsequent  fatal  out- 
come of  t  he  case. 
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[f  there  is  one  tiling  which  the  otologist  should  remem- 
ber more  than  another,  in  dealing  with  these  cases,  it  is, 
I  think,  to  attempt  in  every  instance  to  open  the  cranial 
cavity  as  nearly  over  the  site  of  the  collection  of  pus  as 
possible  so  that  the  abscess  may  drain  through  a  mini- 
mum amount  of  healthy  brain  tissue.  1  think  that  too 
frequently  we  undertake  an  exploratory  craniotomy  with- 
out having  (dearly  in  our  minds  the  exact  locality  which 
is  involved  in  the  purulent  focus.  In  most  of  the  opera- 
tions 1  have  performed  upon  the  brain,  as  well  as  in  t  hose 
which  1  have  seen  performed  by  other  otologists,  the  gen- 
eral rule  of  opening  the  cranial  cavity  just  above  the  ex- 
ternal auditory  meatus  has  been  followed,  irrespective  of 
the  symptoms  complained  of  by  the  patient.  A  closer 
study  of  the  symptoms  presented  by  each  individual  case, 
thus  enabling  us  to  locate  the  situation  of  the  abscess  in 
the  brain  substance,  and  a  more  exact  knowledge  of 
cranio-cerebral  topography,  so  that  we  shall  make  our 
opening  through  the  skull  as  nearly  over  the  affected 
brain  area  as  possible,  will,  I  think,  materially  improve 
our  statistics  in  operations  for  brain  abscess. 

For  the  mapping  out  of  the  various  fissures  and  convolu- 
tions of  the  brain,  perhaps  the  lines  suggested  by  Watson 
Chiene  are  the  best.  These  lines  are  as  follows '.  A  line 
is  drawn  from  the  glabella  over  the  top  of  the  head  to  the 
external  occipital  protuberance,  and  three  points  are 
taken  on  this  line  :  the  midpoint,  the  three-quarter  point, 
and  the  seven-eighths  point.  A  second  line  is  drawn  from 
the  external  angular  process  of  the  frontal  bone  to  the 
preauricular  point,  that  is,  the  root  of  the  zygoma.  From 
the  external  angular  process  of  the  frontal  bone  a  line  is 
drawn  to  the  three-quarter  point  of  the  original  line  and 
from  the  root  of  the  zygoma  a  line  is  drawn  to  the  seven- 
eighths  point  of  the  original  line.  The  midpoint  of  the 
line  between  the  external  angular  process  of  the  frontal 
bone  and  the  preauricular  point  is  then  taken,  and  also  t  he 
midpoint  of  the  line  from  the  preauricular  process  to  the 
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seven-eighths  point,  on  thefirsi  line  drawn  over  1  he  top  of 
the  head.  The  three  midpoints  are  then  joined,  thai  is, 
1  lie  midpoint  of  1  he  line  running  from  1  lie  rool  of  the  nose 
to  the  occipital  protuberance  ami  the  two  midpoints  just 
mentioned.  The  poinl  where  the  anterior  line  joining 
the  midpoints  cuts  the  line  drawn  from  the  external  an- 
gular process  of  the  frontal  bone  to  the  three-quarter 
point  represents  the  anterior  extremity  of  the  fissure  of 
Sylvius,  and  just  above  this  point  lies  Brora's  convolu- 
tion, lesion  of  which  gives  rise  to  motor  aphasia.  Where 
the  posterior  line  joining  the  midpoints  crosses  this  same 
line,  that  is,  the  line  from  the  external  process  of  t  he 
frontal  hone  to  the  three-quarter  point,  is  the  area  of 
"word-seeing.'*  The  area  of  1 'word-hearing"  lies  in  the 
superior  frontal  convolution,  just  midway  between  the 
anterior  extremity  of  the  -Sylvian  fissure  and  area  of 
"word-seeing,"  and  just  below  the  level  of  the  Sylvian 
lissure.  The  anterior  line  joining  the  midpoints  corre- 
sponds in  its  upper  portion  to  the  superior  precentral 
fissure.  A  line  drawn  from  the  point  already  mentioned 
as  indicating  "word  hearing, "  and  parallel  to  the  pre- 
central fissure,  marks  very  closely  the  postcentral  lissure. 
The  fissure  of  Rolando  runs  between  the  precentral  and 
postcentral  lissure,  midway  between  these  two.  The 
visual  area  may  be  found  by  drawing  a  line  from  the 
three-quarter  point  downward  and  forward,  following 
the  line  of  the  parietooccipital  fissure. 

Perhaps  this  method  of  localization  may  possess  some 
advantages.. over  the  older  method  described  of  making 
measurements  from  Reed's  base  line.  It  is  unnecessary 
to  remember  any  exact  figures  in  drawing  these  lines, 
and  as  the  localization  is  accomplished  simply  by  taking 
proportionate  distances  along  these  various  lines  joining 
bony  landmarks,  the  system  is  equally  applicable  to 
adults  and  to  children. 

The  method  of  cranio-cerebral  topography  devised  by 
Chipault  is,  perhaps,  quite  as  useful  as  that  of  Watson 
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Ohiene,  and,  if  the  metric  system  of  measurements  is 
used,  no  more  difficult.  According  to  this  method  a  line 
is  drawn  from  the  nasofrontal  suture  to  the  occipital  pro- 
tuberance. The  points  taken  on  this  line  are  0.45,  which 
is  the  pre-Rolandic  point,  0.55,  0.70,  0.80,  and  0.95.  The 
retro-orbital  tubercle  is  then  found,  and  three  radiating 
lines  are  drawn  from  this  —  one  to  the  0.70  point,  one  to 
the  0.80  point,  and  one  to  the  0.95  point,  on  the  original 
line.  The  upper  of  these  radiating  lines  corresponds  to 
the  fissure  of  Sylvius,  while  the  lower,  in  its  posterior 
portion,  corresponds  to  the  lateral  sinus.  These  radiating 
lines  are  then  divided  into  tenths.  A  point  0.2  hack  on 
1  he  anterior  extremity  of  the  Sylvian  line  corresponds  to 
the  Sylvian  point,  that  is,  to  the  anterior  extremity  of 
the  horizontal  limb  of  the  fissure  of  Sylvius.  The  pre- 
Rolandic  line  is  drawn  from  the  0.2  point  on  the  Sylvian 
line  to  the  0.45  point  on  the  line  drawn  from  the  naso- 
frontal suture  to  the  occipital  protuberance.  The  lower 
part  of  the  precentral  line  corresponds  to  the  vertical 
limb  of  the  lissure  of  Sylvius.  If  a  point  0.3  backward 
from  the  retro-orbital  tubercle,  measured  along  the 
Sylvian  line,  be  joined  to  the  0.55  point  of  the  line  run- 
ning from  the  nasofrontal  suture  to  the  occipital  pro- 
tuberance, this  line  will  correspond  to  the  fissure  of 
Rolando. 

The  various  frontal  convolutions  can  he  mapped  out  by 
dividing  the  pre-Rolandic  line  into  tenths.  The  inferior 
frontal  convolution  extends  upward  on  the  pre-Rolandic 
line  for  about  <>.:{  of  its  length.  This  corresponds,  of 
course,  to  the  convolution  of  Broca.  The  posterior  ex- 
tremity of  the  Sylvian  fissure  lies  at  a  point  about  one- 
half  the  distance  backward,  measured  along  the  Sylvian 
line,  ami  corresponds  closely  to  the  region  of  "  word 
seeing." 

It  will  be  seen,  therefore,  that  by  this  method  the  vari- 
ous fissures  and  convolutions  of  the  brain  may  be  thor- 
oughly mapped  out,  so  that  it  is  possible  for  the  surgeon 
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to  know  exactly  what  portion  of  the  brain  he  is  exploring 
after  the  opening  has  been  made.  Those  lines  should,  I 
think,  be  laid  down  on  the  skull  with  extreme  care  prior 
to  an  exploratory  craniotomy,  in  order  to  avoid  un- 
necessary exploration  of  the  brain  substance  in  search- 
ing for  the  abscess.  Of  course,  where  localizing  symp- 
toms are  absolutely  wanting,  the  surgeon  may  follow  the 
old  rule — of  opening  the  cavity  just  above  the  external 
auditory  meatus. 

A  word  may  not  be  out  of  place  in  regard  to  the  charac- 
ter of  the  incision  in  the  soft  parts  in  these  cases.  While, 
in  writing  upon  this  subject  previously,  I  have  ordinarily 
advocated  an  extension  of  the  mastoid  incision  over  the 
ear,  well  forward  toward  the  external  angular  process  of 
the  frontal  bone,  with  forcible  retraction  of  the  edges,  so 
as  to  expose  the  bone  beneath,  I  am  convinced  that  even 
when  the  abscess  is  found,  this  method  of  linear  incision 
is  far  inferior  to  turning  a  tongue-shaped  flap  upward  so 
as  to  expose  the  surface  of  the  cranium  over  a  compara- 
tively large  area.  The  turning-up  of  such  a  tongue- 
shaped  flap  can  be  very  quickly  done,  and  it  shortens 
the  operation  and  facilitates  greatly  the  subsequent 
dressings  in  the  case.  Where  the  ordinary  linear  incis- 
ion is  made,  or  even  the  ordinary  crossed  incision,  the 
flaps  fall  together  so  easily  that  subsequent  dressings  are 
extremely  painful,  owing  to  the  forcible  separation  of  the 
soft  parts  at  each  dressing.  If  a  tongue-shaped  flap  is 
elevated  and  the  bone  removed  beneath,  we  have  a  per- 
fect exposure  of  the  cranial  contents  without  very  much 
retraction  of  the  tlap,  and  the  subsequent  dressing  of  the 
abscess  causes  the  patient  very  little  pain.  If  the  ex- 
ploration is  negative,  and  the  surgeon  desires  to  (dose  the 
exploratory  wound  immediately,  the  flap  is  very  easily 
sutured  in  position. 

In  exploring  these  abscesses  and  introducing  drainage  I 
have  devised  a  pair  of  very  light  retractors  for  separating 
the  line  of  incision  in  the  brain  substance,  thus  giving  a 
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view  of  the  deeper  portion  of  the  abscess  cavity.  After 
the  abscess  has  been  opened  by  means  of  the  director  or 
the  knife,  as  the  case  may  be,  the  director  is  allowed  to 
remain  in  the  cavity  and  one  of  these  retractors  is  passed 
along  the  director  until  it  enters  the  abscess  cavity.  The 
director  is  then  withdrawn  and  the  other  blade  of  the 
retractor  is  passed  along  the  first  blade  as  a  guide.  The 
separation  of  the  retractors  will  then  show  the  interior  of 
the  cavity.  If  desired,  the  encephalo scope  may  be  intro- 
duced between  the  retractors  and  the  retractors  removed. 
The  disadvantage  of  introducing  the  encephaloscope  at 
first  is  that  it  must  be  introduced  somewhat  blindly,  and 
may  do  unnecessary  damage  to  the  brain  substance.  The 
thin  blade  of  the  retractor,  however,  can  be  slipped  along 
the  director  and  will  not  make  a  false  passage.  After 
the  first  dressing,  I  think  that  the  encephaloscope  is  a 
very  valuable  instrument  to  be  used  in  these  cases,  but  I 
think  that  the  narrow  retractors  are  more  serviceable  at 
the  time  of  operation  than  the  encephaloscope. 

DISCUSSION. 

Dr.  Walton: — It  is  rare  for  the  paralysis  to  lie  limited 
to  the  arm  in  these  cases.  The  ordinary  locat  ion  of  the 
abscess  being  at  the  base  of  the  tempero-sphenoidal  lobe, 
a  latent  region,  paralysis  is  first  noted  when  the  tumor  be- 
comes extensive;  if  the  extension  is  upward  into  the  Ko- 
landic  region,  the  order  of  the  paralysis  is  that  of  the  cor- 
responding centers,  namely,  first  the  face,  then  the  arm, 
and  then  the  leg.  The  tibres  from  these  centers,  however, 
revolve  upon  themselves,  so  that  in  their  passage  through 
t  he  internal  capsule  t  he  leg  fibres  come  t  he  nearest  to  the 
tempero-sphenoidal  lobe,  the  arm  next  ami  the  face 
farthest  away  ;  it  follows  that  when  the  abscess  ex- 
tends inward  the  leg  first  becomes  paralyzed,  then  the 
arm,  then  the  face.  In  case  of  inward  extension,  the 
fibres  of  the  optic  tract  posterior  to  the  commissure  are 
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liable  to  be  invaded,  producing  hemianopsia,  and  I  should 
suppose  this  was  the  scat  of  thai  symptom  in  Dr.  Dench's 
second  case.  The  third  nerve  is  quite  liable  to  involve- 
ment w  hen  the  extension  is  inward,  cither  alone  or  in 
connection  with  hemiplegia  (crossed  paralysis). 

In  case  of  extension  upward,  aphasia  is  a  prominent 
symptom,  generally  some  form  of  sensory  aphasia,  on  ac- 
count of  implical  ion  of  the  auditory  or  visual  centers  or  of 
the  fibres  connecting  them  with  the  so-called  motor  cen- 
ter in  Broca's  convolution.  In  order  thai  Broca's  center 
may  be  stimulated  to  action,  the  auditory  center,  on  the 
sensory  side  of  the  speech  mechanism,  must  be  able  to 
understand  spoken  words  and  to  reproduce  the  memories 
of  the  sounds  of  words,  also  that  the  visual  centers  recog- 
nize objects  and  written  words,  and  he  able  to  reproduce 
these  pictures.  It  is  also  necessary  that  all  the  fibers 
connecting  the  auditory  and  visual  centers  with  each 
other,  and  with  Broca's  center,  be  intact.  Abscess  is 
peculiarly  liable  to  interfere  with  these  connecting  fibres. 
The  simplest  test  for  sensory  aphasia  of  the  common 
(auditory)  type  is  to  see  whether  the  patient  understands 
spoken  orders;  for  example,  ask  him  to  (dose  the  eyes  or 
show  the  teeth.  If  he  understands  these  simple  orders, 
try  a  more  complicated  one;  for  example,  tell  him  to 
touch  the  left  ear  with  the  forefinger  of  the  right  hand. 
If  he  cannoi  do  this  his  difficulty  is  sensory. 

Dr.  GrueniNG:  —  I  have  had  within  the  last  three 
years  four  cases  of  temperb-sphenoidal  abscess  which  were 
operated  on  and  all  four  got  well.  Before  that  I  had  six 
cases  and  they  all  died.  Now,  in  my  firsl  cases  I  made 
all  these  geometrical  constructions  and  calculations, 
which  are  miscalculations.  It  was  said  by  Koerner  and 
Jansen  that  the  abscess  lies  near  the  diseased  bone.  In 
these  cases  it  is  near  the  roof  of  the  tympanic  cavity 
or  t  he  roof  of  the  antrum,  so  that  it  is  necessary  to  re- 
move the  antral  and  tympanic  roofs.  We  may  then  find 
the  dura  discolored.    When  the  bone  over  the  tympanic 
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cavity  and  the  antrum  and  the  adjoining  temporal  ridge 
arc  cut  away,  the  incision  into  the  brain  should  be 
made  from  below,  and  having  done  so  the  dressing  forceps 
is  introduced  and  opened  and  the  abscess  evacuated. 
Then  we  have  drainage  by  gravity;  no  irrigations,  no 
encephaloscope,  and  no  retractors  are  required.  All  four 
of  these  cases  made  an  uninterrupted  recovery.  Two 
of  these  cases  were  on  the  left  side  and  had  optic  aphasia. 
When  I  showed' to  one  of  my  patients  the  watch,  he  said 
that  is  to  tell  time;"  when  I  showed  him  a  pencil,  he 
said  "that  is  to  write  with;"  but,  he  could  not  name 
the  articles.  When  I  showed  a  cigar,  he  said  "that  is  to 
smoke." 

I  think  it  is  well  to  disregard  mensuration.  Et  is  bet- 
ter to  try  to  find  the  abscess  in  the  vicinity  of  the  dis- 
eased hone. 

Dr.  Bacon:  —  I  endorse  what  Dr.  Gruening  has  said 
for  that  has  been  my  experience,  viz.  :  to  always  uncover 
the  roof  of  the  middle  ear  cavity  and  antrum.  That  is  t  he 
surgical  way  of  attacking  these  cases  of  abscess. 

Dr.  Jack:  —  The  two  cases  of  recovery  from  brain  ab- 
scess I  have  had  were  operated  upon  in  this  manner,  from 
below,  and  not  over  the  squamous  portion.  In  these 
cases  a  drainage  tube  was  used.  I  am  strongly  of  the 
belief  that  some  of  our  fatal  cases  were  not  properly 
drained  and  that  with  the  use  of  the  rubber  tube  the  re- 
coveries would  have  been  greater.  1  have  been  much  in- 
terested in  this  subject  and  have  looked  over  the  records 
of  the  Massachusetts  General  Hospital.  The  successful 
cases  there  were  drained  in  the  manner  I  speak  of,  with 
1  he  rubber  drainage  t  ube. 

Dr.  RANDALL:  —  Of  course,  we  want  to  drain  as  well 
and  as  thoroughly  as  possible,  and  if  after  the  ahsress  is 
found  this  can  lie  done  through  the  mastoid,  wcdl  and 
good;  but  to  expose  and  open  up  a  brain  not  infected, 
through  an  infected  mastoid,  does  not  appeal  to  my  sur- 
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gical  sense,  and  I  shall  always  urge  a  separate  aseptic 
exploration  through  the  squama. 

Dr.  .1.  < ).  <  i h kkn  : — We  arc  indebted  to  Koe'rner  who  first 
brought  out  the  fact  that  the  bone  is  diseased  down  to 
the  otitic  trouble  in  the  vast  majority  of  cases  and  I  have 
for  many  years  thought  the  right  way  was  to  follow  the 
disease  in.  In  the  exceptional  cases,  perhaps  ten  per 
cent.,  we  may  have  to  adopt  some  other  method.  In  the 
majority  of  cases  I  have  found  Koerner's  rule  a  good  one, 
to  follow  t  he  disease  in. 

Dr.  McKkhnon:  —  In  the  abscesses  I  have  had  I  have 
always  endeavored  to  open  at  the  lowest  point  of  the 
lobe  I  w  ished  to  explore,  particularly  w  here  the  trouble 
has  been  at  the  roof  of  the  antrum;  thoroughly  cleansing 
out  t  he  ant  rum  lirst. 

As  to  the  aphasia,  I  do  not  understand  it  in  the  way 
Dr.  Gruening  spoke  of  it.  He  says  the  patient  could  not 
name  the  articles  shown  him,  hut  could  tell  what  they 
were  for.  My  idea  was  that  they  could  not  tell  what  the 
uses  were  nor  the  name.  That  has  been  my  observation 
in  those  cases. 

Dr.  Bench  :  —  I  have  tried  opening  brain  abscesses 
through  the  tympanic  roof,  as  suggested  by  Dr.  Gruen- 
ing, but  the  results  have  always  been  unsuccessful.  If  the 
tympanic  roof  is  carious,  the  diseased  bone  must  of  course 
be  removed,  and  if  this  leads  directly  to  diseased  dura,  it 
is  only  logical  to  open  the  abscess  through  the  diseased 
dura.  If,  however,  the  tympanic  roof  is  normal,  it  seems 
unwise  to  explore  the  cranial  cavity  by  removing  the 
tympanic  roof.  In  all  cases  where  we  explore  the  cranial 
cavity,  we  are  in  doubt  as  to  whether  or  not  we  may  en- 
counter pus.  It  seems  to  me  unsurgical  to  open  w  hat 
may  be  a  healthy  cranial  cavity,  through  a  septic  middle 
ear  cavity.  Moreover,  for  exploratory  purposes,  the 
opening  through  the  tympanic  roof  is  issufficient.  I 
think,    therefore,    that    the    evacuation   of   an  abscess 
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through  the  tympanic  roof  should  be  limited  to  those 
cases  in  which  there  is  diseased  hone  in  immediate  con- 
tact with  the  dura,  and  where,  from  the  appearance  of 
the  dura,  the  surgeon  is  fairly  certain  that  a  brain  abscess 
is  present  in  this  particular  locality. 

With  reference  to  the  drainage,  the  only  large  brain 
abscess  I  have  saved,  was  drained  by  means  of  tubes.  In 
this  case,  gauze  was  tried  first,  but  unsuccessfully.  The 
drain  that  I  should  prefer  in  future  cases  would  be  a 
"cigarette"  drain,  that  is  a  long  strip  of  gauze,  rolled  up 
in  rubber  tissue,  and  carried  to  the  bottom  of  the  cavity. 


A  (  ASK  OF   APOPLECTIC   FORM   OF  MENIERE'S 
DISEASE   AFTER  MISCARRIAGE. 


Herman  Knapp,  M.  D.,  New  York.  x.  Y. 

Mrs.  lv.  B.  of  Baltimore,  a  healthy-looking  woman  of 
about  '5f>  years,  consulted  mo  in  February,  l'.M>5.  A  let- 
ter from  her  husband,  of  April  15,  1905,  gives  her  history 
as  follows : 

"About  two  years  ago,  while  being  confined,  she  had 
to  be  chloroformed  and  soon  after  that  she  gol  inflam- 
mation of  the  brain.  It  was  hard  to  save  her,'  but  when 
she  did  gel  out  of  danger,  she  suddenly  lost  her  hearing 
and  has  been  stone-deaf  since  then.  She  was  examined 
by  the  best  oar  specialists  of  Baltimore,  but  1  hey  could 
not  find  any  cause  for  her  deafness.  They  all  agree 
that  her  ear-drums  and  auditory  nerves  are  in  perfect 
condition,  and  so  they  could  do  nothing  for  her  ears. 
They  tried  to  find  the  cause  of  deafness  in  the  general 
condition  of  her  nervous  system,  so  they  prescribed  all 
kinds  of  medicines  and  special  treatment,  in  the  hope  of 
eventually  finding  the  cause  of  such  unusual  deafness, 
l'lio  last  summer  she  spent  at  Hot  Springs  and  Warm 
Springs,  Virginia,  taking  bat  lis  and  enjoying  the  balmy 
air.  But  while  the  general  condition  of  her  health  is 
highly  satisfactory,  she  is  as  deaf  as  she  was  two  years 
ago.  Lately  she  was  under  the  treatment  of  Dr.  George 
Reuling  of  Baltimore.  He  said  that  it  was  an  hysterical 
sickness.  It  was  a  puzzle  to  him  and  he  advised  me  to 
send  her  for  a  trip  to  Europe  and  the  air  of  the  water 
might  benefit  her.  He  also  added,  '1  cannot  say  that  I 
am  sure  about  it  and  I  advise  you  to  consult  Dr.  H. 
Knapp  of  New  York.1  " 
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My  notes  when  she  consulted  me  on  February  14,  1905, 
are  as  follows  : 

"She  had  good  hearing  until  May  two  years  ago,  when 
she  had  a  miscarriage;  the  uterus  was  curetted.  Three 
days  later  she  was  perfectly  well,  and  got  up;  then  she 
was  taken  with  severe  pain  in  her  head;  convulsions 
lasting  15  hours;  awoke  totally  deaf.  Now  distressing 
tinnitus  and  vertigo.  Mtt.  negative.  On  (dosing  eyes 
sw  ays  and  falls  hack.  Fain  in  right  side  of  head,  parietal 
region;  on  turning,  she  falls  to  the  right  side.  Had  six 
children;  had  the  miscarriage  not  long  before  the  ex- 
pected birth  of  the  seventh  child.  Had  a  flushed  face, 
said  to  be  her  natural  complexion.  After  attacks  she  could 
not  stand;  swayed  and  had  to  be  sustained.  Hearing 
naught  to  all  tests.1' 

My  opinion  was  that  the  hearing  would  not  return, 
and  that  medical  treatment  was  unavailable;  if  there 
was  a  possibility  of  a  partial  restoration  of  her  hearing,  it 
would  he  by  careful  diet  and  observation  of  the  rules  of 
health. 

This  case  shows,  as  far  as  I  know,  an  unrecorded  ex- 
ample in  the  etiology  of  the  so-called  apoplectic  form  of 
Meniere's  disease,  viz. :  miscarriage  and  its  consequences, 
which  in  analogy  of  the  pathology  of  this  form  of  Meniere's 
disease  is  hemorrhage,  mostly  sudden,  in  the  labyrinth — 
cochlea  as  well  as  semi-circular  canals.  The  prognosis  of 
tli is  form  is  most  unfavorable.  No  cases  of  restoration  of 
hearing  are  on  record  if  total  deafness  has  lasted  longer 
than  a  few  weeks.  Among  the  extensive  literature  on 
this  subject,  1  find  that  one  of  the  best  presentations  of 
this  disease  is  in  Politzer's  text  book,  of  which  there  is 
a  good  translation  of  the  last  (4th)  edition  by  a  young 
American  aurist. 


TIIK  CONSERVATIVE  MASTOID  OPERATION. 


Clarence  John  Blake,  M.  D.,  Boston,  Mass. 

The  term  conservative  is  here  used  to  imply  as  early, 
and  as  extensive,  an  operation  as  the  needs  of  the  case 
may  demand,  as  radical  a  removal  of  all  diseased  tissue 
as  may  he  possible,  a  conservation  of  all  sound  tissue 
and  the  utilization  of  the  protective  and  organizing  prop- 
erties of  the  natural  healing  medium,  the  healthy  blood 
clot. 

These  propositions  premise  a  completely  free  removal 
of  the  outer  mastoid  cortex,  which  removal  shall  be  ex- 
tended to  include  any  spots  of  reddened  or  carious  bone 
in  any  portion  of  the  cortical  wall. 

With  the  free  removal  of  the  outer  bony  cortex,  to  an 
extent  revealing  the  antrum  above  and  the  interior  of 
the  mastoid,  to  the  tip  below  and,  posteriorly  the  region 
of  prominence  of  the  sinus,  affords  a  (dear  access  both  to 
visual  and  tactile  examination  of  the  mastoid  interior 
and  permits  effective  removal  of  granulation  tissue,  cor- 
tical necrotic  bone,  and  fluid  contents.  Furthermore,  the 
large  exterior  cortical  opening  allows,  after  removal  of 
the  morbific  contents  of  the  mastoid  interior,  adequate 
inspection  of  all  portions  of  the  cortical  wall,  determina- 
tion of  the,  not  uncommon,  cortical  cells,  which  have 
also  to  be  removed,  and  access  to  such  posterior  prolonga- 
tion of  the  pneumatic  cells  in  the  upper  portion  of  tiie 
mastoid  as  are  found  to  be  present  in  from  three  to  live 
per  cent,  of  all  operated  cases. 

After  incision  and  retraction  of  the  post-aural  soft  tis- 
sues and  laying  bare  the  outer  mastoid  surface,  which 
should  be  carefully  dried  and  the  field  protected  from 
seepage  of  blood  by  the  use  of  hemostats,  broad  bladed 
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retractors  and  by  careful  sponging,  the  exposed  surface 
should  be  carefully  examined  for  any  points  of  red  or 
perforated  bone,  this  examination  being  extended,  where 
there  has  been  previous  bulging  of  the  posterior  superior 
membranous  canal  wall,  to  careful  examination  of  this 
wall  also. 

The  location  of  the  posterior  superior  limit  of  the  bony 
canal  wall  having  been  clearly  determined  the  opening 
into  the  mastoid  should  be  made,  preferably  by  the 
means  of  a  chisel  and  mallet,  from  a  point  above,  poste- 
riorly, opposite  the  upper  margin  of  the  osseous  external 
auditory  canal  and  carried  downward  to  a  sufficient  extent 
to  reveal  the  interior  of  the  mastoid  tip,  the  anterior 
boundary  of  the  opening  being  the  curve  of  the  mastoid 
wall,  where  it  dips  into  the  posterior  canal  wall,  and 
the  posterior  limit  being  the  external  limit  of  the  mastoid 
cavity  itself. 

Should  the  cavity  thus  opened  be  found  to  be  tilled 
with  pus,  granulomata,  bony  detritus  or,  still  firmly  at- 
tached, partially  necrotic  trabeculae  of  the  diploetic  ami 
pneumatic  cell  walls,  evacuation  may  be  safely  and 
easily  effected  by  means  of  the  long  tipped  unfenestrated 
curette;  the  chisel,  or  gouge,  being  used  only  where  the 
bone  is  so  firm  as  to  resist  effectively  the  operation  of 
the  curette. 

The  general  course  of  operative  procedure  within  the 
mastoid  should  be,  first,  the  clearance  of  the  antrum  and 
anterior-superior  portion  of  the  mastoid  cavity,  clearance 
of  the  anterior  portion  below  and  of  the  tip  and  finally 
of  the  posterior  wall,  over  and  in  the  region  of  the  sinus. 
Where  defective  cortical  bone  is  found  on  the  anterior 
mastoid  wall  this  should  be  removed  to  the  extent  of  in- 
cluding such  area  of  healthy  bone  as  may  he  necessary  to 
throw  the  diseased  portion  into  the  general  cavity.  The 
detection  of  diseased  bone  in  the  cortex,  al  (he  tip, 
should  imply  its  entire  removal  by  curetting  down  to 
sound  soft  tissue1  or  its  inclusion  in  a  removal  of  sound 
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bone  until,  as  in  the  case  of  the  canal  wall,  it  is  also 
included  in  the  operative  cavity,  the  same  rule  holding 
good  on  the  posterior  mastoid  wall,  where  the  pres- 
ence of  diseased  cortical  bone  should  imply  its  lice 
removal  and  exposure  of  the  dura  over  such  area  as  may 
he  necessary  to  make  the  circumference  of  the  opening 
a  border  of  sound  and  healthy  bone. 

In  cases  of  protracted  mastoid  disease  where  interior 
cortical  perforations  have  resulted  in  an  implication  of 
the  outer. coat  of  the  dura  with  granulomatous  formations 
and,  possibly,  the  presence  id'  extra-dural  pus,  these 
granulomata  should  likewise  be  thoroughly  curetted,  the 
dura  dry  scrubbed,  careful  examination  made  for  any 
spot  of  beginning  ulcerative  perforation  and  the  dura! 
wall  subjected  to  t  he  same  after-treatment  as  that  applied 
to  the  remaining  cavity  of  the  mastoid  which,  in  such  in- 
stance would  necessarily  consist  in  a  course  permitting 
free  subsequent  access  and  inspection,  namely,  mainte- 
nance, as  an  open  wound,  by  means  of  dry,  plain  or  iodo- 
form ed  gauze  dressing. 

In  the  acute  and,  sometimes,  in  the  more  protracted 
cases  of  mastoid  disease,  where  the  cortex  is  found  to  be 
uniformly  linn  and  the  middle  ear  in  condition  to  favor 
primary  healing  the  evacuated  mastoid  cavity  may  be 
allowed  to  lill  in  with  blood  and  the  superficial  post-aural 
wound  closed  either  by  apposition,  by  superficial,  or  by 
subcutaneous  continuous  suture.  The  percentage  of  pri- 
mary healing,  in  a  series  of  cases  of  several  years'  dbser- 
vation,  is  sufficiently  large  to  make  the  utilization  of 
the  organizing  properties  of  the  blood  (dot  advisable 
wherever  the  conditions  give,  or  may  be  made  to  give, 
promise  of  success. 

In  a  mastoid  cavity  with  healthy  cortical  walls,  thus 
filled  with  blood,  the  formation  of  osteoblasts  begins  with- 
in forty-eight  hours,  the  (dot  shrinks  and  the  resultant 
seepage  of  serum,  which  finds  its  exit  through  the  lower 
portion  of  the  post-aural  incision,  serves  both  for  drain- 
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age  and  for  antitoxic  protection  of  the  newly  forming 
t  issue  wit  hin. 

Even  in  event  of  infection  of  the  clot  from  the  middle 
ear  through  the  antrum  and  its  complete  breaking  down, 
which  does  not  usually  occur  until  after  a  period  of  forty- 
eight  hours,  osteoblasts  have  begun  to  form,  granuloma- 
tous tissue  covering  the  mastoid  cortical  wall  has  already 
become  established  and  the  treatment  of  the  now  open 
wound  may  be  carried  on  by  packing,  to  a  healthy  termi- 
nation in  the  rilling  in  of  the  cavity,  from  within  outward, 
by  healthy  granulomata. 

The  resistant  ability  of  the  clot  is  no  better  illustrated 
than  in  cases  where  drainage  from  the  middle  ear,  through 
the  antrum,  being  provided  for  by  tightly  rolled  gauze 
wicking,  the  remainder  of  the  cavity  has  been  allowed  to 
till  in  with  blood  which  has  organized  about  the  point  of 
established  drainage,  with  the  result  of  complete  healing 
of  the  posterior  mastoid  wound  w  ithin  ten  days,  the  only 
dressing  required  being  renewal  of  t  he  antral  drainage 
wicks,  and  the  opening  gradually  closing  coincidentally 
with  the  cessation  of  the  active  process  in  the  middle  ear. 
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Frank  15.  Sprague,  M.  U.,  Providence,  R.  I. 

This  paper  is  simply  a  testimony  of  personal  experience 
in  the  operative  treatment  of  mastoid  disease  and  its 
complications  as  occurring  in  the  run  of  practice,  hospital 
and  private,  emphasizing  important  symptoms  and  indi- 
cations for  operation,  showing  the  method  of  operation, 
t  he  met  hod  of  closing  the  wound  to  get  the  quickest  heal- 
ing, as  by  "blood-clot'''  and  other  methods. 

( >f  these  t  WO  hundred  cases,  one  hundred  and  fifty-eight 
were  acute,  and  forty-two  were  chronic.  The  duration  of 
illness  in  the  acute  cases  varied  from  one  to  six  weeks, 
the  majority  being  between  two  and  three  weeks;  the 
chronic  cases  from  four  to  twenty -five  years.  The  causes 
of  the  inflammation  in  the  acute  cases  were  scarlet  fever, 
six  cases;  measles,  two  cases;  typhoid  fever,  one  case; 
the  remaining  one  hundred  and  forty-nine  cases  were 
grip  or  some  sort  of  influenza,  and  occasionally  tonsilitis. 
Other  unusual  causes  were  skull  fracture  extending 
through  the  temporal  bone  which  became  infected  in- 
volving the  styloid  foramen  and  facial  nerve.  Another, 
tubercular  glands  of  the  neck  which  broke  down  and 
eroded  the  mastoid  cortex  causing  necrosis  of  the  bone 
and  cell  structure.  Another,  adeno-carcinoma  involving 
t  he  cartilagenous  meatus  and  the  squamous  and  mastoid 
portion  of  the  temporal  bone.  (This  case  was  reported  to 
this  society  in  L899).  Another  case  occurred  in  a  dia- 
betic patient,  but  I  cannot  say  that  diabetes  was  the 
cause.  In  this  case  healing  was  slow  but  recovery  from 
the  mastoid  and  ear  conditions  was  complete  in  fifty  days. 
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Symptoms.  The  cases  with  typical  symptoms,  namely, 
phlegmonous  swelling  over  the  mastoid  region  were  oper- 
ated on  without  preliminary  treatment  as  soon  as  the 
operation  could  be  arranged  tor.  Cases  with  only  slight 
oedma  over  the  mastoid  region  were  treated  by  paliative 
means  as  ice,  dry  heat  or  leeches  and  irrigation  tor  from 
four  to  six  days  or  longer,  if  the  patient's  condition 
seemed  improved,  [f  there  was  no  improvement,  how- 
ever, in  three  or  four  days,  and  the  positive  indications 
for  operation  are  present,  then  operation  was  performed. 
Naturally  I  am  guided  to  a  decision  by  indications  com- 
monly known  to  otologists.  We  cannot  wait  for  typical 
symptoms  as  traditionally  given,  as  in  the  majority  of 
cases  these  symptoms  are  absent  when  the  case  presents 
itself. 

Among  the  subjective  symptoms,  the  principal  one  was 
pain  just  after  midnight,  generally  between  12  and  2 
a.m.  The  patient  seemed  fairly  comfortable  the  other 
twenty  or  twenty-two  hours  of  the  day,  and  sometimes 
in  children  seemed  very  well,  even  playing  about  the 
house  during  the  day  so  that  the  parents  could  not-  see 
any  need  of  operation,  believing  the  child  was  improving. 
But  for  two  or  three  hours  at  midnight  he  arouses  the 
household  with  his  cries  from  pain  in  the  ear  and  side  of 
the  head,  which  subside  by  2  or  3  o'clock  until  the  next 
night  .  This  symptom  has  been  to  me  the  principal  indi- 
cation for  operation  in  many  cases. 

Tenderness.  Tenderness  on  pressure  over  the  mastoid 
region  is  also  of  great  importance  and  was  nearly  always 
present  at  one  or  more  of  three  points,  namely,  over  the 
tip,  over  the  posterior  meatal  fossa,  and  deep  in  just  be- 
hind the  tip.  When  tenderness  is  persistently  present, 
operation  is  advisable,  although  its  absence  would  not 
contra-indicate  operation,  as  I  have  operated  several  cases 
where  there  was  no  tenderness  at  either  point  mentioned 
and  found  pus. 
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Temperature.  Temperature  is  not  much  of  a'guide 
except  in  septic  conditions  of  the  system,  and  in  sinus 
and  intracranial  involvement  where  it  is  invaluable  and 
should  be  taken  and  recorded  every  three  or  four  hours. 
A  profuse  discharge  of  pus  Prom  the  ear  where  the  canal 
is  refilled  wit  hin  an  hour  or  two  after  irrigation,  in  a 
case  where  otitis  has  continued  for  ten  days  or  more,  to 
me  is  an  objective  symptom  of  greai  importance.  I  say 
ten  days  because  we  have  all  seen  many  cases  of  acute 
suppurative  otitis  media  where  t lie  discharge  has  been 
profuse  for  a  week  or  more  and  yet  the  patient  recovered 
wit  hout  mastoid  involvemenl . 

The  nipple-like  protrusion  of  the  upper  posterior  quad- 
rant  of  the  drum  head  is  indication  of  a  violent  inflam- 
mation of  the  antrum,  and  is  in  the  majority  of  cases  an 
indication  id'  mastoid  involvement.  1  have  seen  three 
cases,  however,  where  this  symptom  was  prominent  and 
other  indications  were  present  and  the  operation  advised 
and  refused  in  which  the  patient  recovered  after  several 
weeks  Prom  the  inflammatory  symptoms,  hut  there  was  a 
loss  of  from  fifty  to  seventy-five  per  cent,  of  the  hearing 
in  the  a  fleeted  ear  in  each  case.  This  suggests  the  ad- 
visability of  operation  in  these  cases,  if  for  no  other 
reason  than  to  preserve  the  hearing,  for  in  the  cases  oper- 
ated upon  the  hearing  w  as  nearly  normal,  often  quite' so. 

The  sinking  in  of  the  upper  posterior  wall  of  the  bony 
meatus  at  its  inner  end,  that  is,  flattening  out  of  the 
curve  of  the  canal  at  this  point,  was  nearly  always  pres- 
ent after  the  first  week  of  inflammation,  and  sometimes 
earlier.    This  is  a  positive  indication  for  operation. 

The  clinical  examination  of  the  blood  is  a  helpful  aid 
to  diagnosis,  and  as  a  matter  of  routine  should  be  prac- 
ticed in  every  case.  When  the  w  hite  count  is  from  six- 
teen thousand  to  twenty  thousand  or  above,  we  are  led  to 
believe  there  is  pent  up  pus  somewhere,  and  in  the  pres- 
ence of  other  mastoid  symptoms  we  feel  justified  in  op- 
erating.   This  is  especially  useful  in    the  intracranial 
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complications.  In  a  recent  case  of  brain  abscess  which 
appeared  to  be  progressing  favorably  as  far  as  tempera- 
ture, pulse  and  general  condition  of  the  patient  would 
indicate,  in  fact,  he  was  sitting  up  in  bed,  playing  with 
his  toys  and  said  he  felt  all  right,  the  white  count 
which  was  taken  every  three  or  four  days  and  had  been 
running  about  twelve  thousand  since  the  operation  was 
found  to  be  twenty-eight  thousand;  the  dressing  was 
soon  done  and  the  wound  opened  with  a  probe  and  about 
half  an  ounce  of  pus  escaped.  Had  it  not  been  for  the 
blood  examination,  serious  trouble  might  have  resulted 
before  the  reaceumulation  of  pus  was  evident.  A  poly- 
nuclear  couid  of  eighty  per  cent,  or  over  gives  evidence 
of  septic  infect  ion. 

Puncture.  Lumbar  puncture  was  practised  in  two  serous 
meningitis  cases,  giving  immediate  relief  to  the  brain 
pressure  symptoms;  and  I  think  in  other  cases,  what 
appeal-  to  be  serous  meningitis,  I  should  defer  craniotomy 
until  I  had  seen  the  results  of  the  lumbar  puncture,  for 
the  relief  is  immediate  to  cerebral  pressure  and  conse- 
quent symptoms.  How  lasting  or  curative  it  may  be  is 
yet  to  be  determined.  Great  care  should  be  used  in  cra- 
niotomy in  serous  meningitis  cases,  as  injury  of  the  brain 
substance  might  result  in  necrosis  from  infection  from 
the  infected  cerebro-spinal  fluid. 

Bacteriological  Examination.  Bacteriological  exami- 
nation of  the  discharge  from  the  canal  is  of  some  value, 
although  I  should  not  feel  like  operating  simply  from 
finding  streptococcus  in  an  acute -otitis  without  other  posi- 
tive indications.  For  I  have  found  frequently  pure  cul- 
ture of  streptococcus  in  acute  ears  which  have  resolved 
without  mastoid  complications. 

Thrombosis  of  the  L<it<r<<l  Sinus.  In  the  cases  compli- 
cated with  thrombosis  of  the  lateral  sinus  the  peculiar 
zigzag  temperature  curve,  oscillating  up  and  down  from 
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ninety-nine  degrees  or  lower  to  one  hundred  and  four  de- 
grees or  higher,  lias  always  been  present,  and  in  one  case 
reaching  one  hundred  and  six  and  five  tenths.  In  one 
case,  however,  a  messenger  hoy  came  into  the  clinic  one 
morning  right  from  his  work  simply  on  account  of  ear 
ache  and  was  referred  to  the  house  and  operated  on  in 
the  afternoon,  when  the  mastoid  was  found  necrotic  with 
a  perforation  into  the  sinus,  which  contained  a  clot  one 
and  a  half  inches  long  with  free  pus  in  the  centre. 
Pain  in  the  head  on  the  affected  side  was  present  in 
every  case  as  was  also  chills,  except  in  the  case  just 
mentioned.  Nausea  and  vomiting  were  prominent  symp- 
toms in  some  cases.  Optic  neuritis  in  both  eyes  w  as  pres- 
ent in  one  case,  the  cord-like  swellings  of  the  neck  were 
not  in  evidence.  Swelling  over  the  tip  extending  down- 
ward was  present  in  one  case,  the  other  cases  had  no  ex- 
ternal evidence. 

Sinus  Phlebitis.  This  condition .  was  present  in  four 
cases,  all  of  which  show  a  similar  temperature  curve  as  is 
common  in  thrombosis,  hut  not  as  long  oscillations,  and 
the  systematic  condition  seemed  of  greater  gravity  than 
the  findings  at  operation  would  warrant;  hut  the  relief 
was  so  immediate  and  complete  that  there  seemed  no 
question  as  to  diagnosis.  Streptococcus  was  found  in  the 
cultures. 

Brain  Abscess.  These  cases  seem  to  hold  their  reputa- 
tion for  obscurity  of  evidence.  In  two  cases  I  was  not 
suspicious  of  the  presence  of  abscess  before  operation. 
The  patients  had  both  been  attending  to  their  daily  occu- 
pations regularly,  and  consulted  me  on  account  of  pain  in 
the  ear  and  headache,  but  nothing  unusual  for  otitis,  and 
at  operation  a  tract  was  found  leading  to  the  abscess  di- 
rectly over  the  mastoid  roof  as  large  as  a  walnut  in  each 
case.  In  other  cases  headache,  irritability  of  temper, 
wanting  to  be  let  alone,  emaciation,  peculiar  temperature 
and  pulse  were  among  the  prominent  symptoms. 
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Cerebellar  Abscess.  In  the  one  case  of  this  complica- 
tion there  was  marked  symptoms  of  brain  pressure,  con- 
vulsions, vomiting,  hemiplegia  and  hyperesthesia  of  the 
affected  side,  this  being  on  the  opposite  side  from  the 
abscess.  Divergent  strabismus,  euphoria,  dilation  of  both 
pupils,  optic  neuritis,  and  coma  which  lasted  thirty- 
six  hours  after  the  operation,  after  which  there  was 
gradual  improvement  and  complete  recovery. 

Facial  Paralysis.  This  condition  was  present  in  nine 
cases  before  operation.  Seven  recovered  completely  af- 
ter operation,  one  case  was  temporarily  made  worse  by 
operation  but  recovered  in  about  live  weeks  to  as  good  a 
condition  as  before.  Good  fortune  was  with  me  in  not 
having  any  facial  paralysis  subsequent  to  operation  which 
could  he  attributed  to  injury  of  the  nerve,  in  the  whole 
series. 

Preparation  for  Operation.  For  live  or  six  hours,  if 
possible,  before  the  operation  a  bichloride  of  mercury 
poultice  is  applied  to  the  side  to  be  operated.  The  head 
is  shaved  for  two  or  three  inches  around  the  auricle  ;  in 
women  this  extensive  shaving  is  not  done,  lint  simply  the 
(dear  skin  just  back  of  the  auricle  is  shaved,  not  disturb- 
ing the  hairline,  fori  find  I  get  along  with  the  patient 
much  better  during  the  succeeding  weeks,  and  I  do  not 
see  but  that  the  results  are  just  as  good  as  when  a 
large  area  is  shaved,  but  in  men  and  children  the  region 
of  operation  is  shaved  as  a  matter  of  convenience.  After 
the  bichloride  poultice  is  removed  at  the  time  of  the  op- 
eration, the  hair  is  soaked  with  ninety-live  per  cent, 
alcohol  and  covered  with  a  rubber  cap  and  towel  wet  with 
bichloride.  In  all  cases  the  field  is  thoroughly  scrubbed 
with  ninety-five  per  cent,  alcohol  after  the  removal  of  the 
poultice.  The  canal  is  then  thoroughly  cleansed  by  irri- 
gation with  saline  followed  by  alcohol;  and  the  first  step 
in  every  operation  in  acute  or  sub-acute  cases  is  to  make 
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an  incision  through  the  drum  head  from  top  to  bottom  in 
the  posterior  half  no  matter  how  many  perforations  may 
have  been  made  before,  [fa  good  opening  exists,  it  may 
l>o  enlarged  to  the  limit.  This  is  very  important  for  drain- 
ago  after  the  operation.  It  is  naturally  presupposed  that 
the  operator,  assistants,  nurses  and  all  instruments  and 
dressing  are  thoroughly  sterilized  and  the  general  princi- 
ples of  operative  asceptic  surgery  observed  to  tin-  letter. 
The  usual  incision  following  the  curve  of  the  auricle  one- 
fourth  of  an  inch  behind  its  insertion  is  made,  or  as  near 
this  as  can  be  judged  where  phlegmonous  swelling  is 
present.  The  curve,  however,  is  not  followed  at  the 
lower  part  as  a  straight  down  cut  when  the  tip  is  reached 
affords,  I  *think,  hotter  access  to  the  cavity  for  cleansing 
during  and  after  treatment.  In  a  general  way  the  typi- 
cal operation  as  devised  by  Professor  Herman  Schwartze 
is  done  w  ith  modifical  ions  to  suit  each  case.  Gouges  and 
curettes  are  the  instruments  used  to  remove  necartic 
tissue  with.  Gouges  similar  to  Schwartze,  and  curettes 
after  the  pattern  of  Blake  suit  me  the  best.  The  only 
rule  I  have  for  operating  is  to  remove  all  necrotic  tissue 
much  or  little.  If  this  is  not  done  thoroughly,  quick 
healing  and  protection  of  the  patient  against  infection 
cannot  he  assured.  1  have  rarely  found  it  necessary  to 
remove  all  of  the  outer  cortex,  I  aim  to  save  as  much  of 
the  healthy  hone  as  possible  to  form  a  support  for  the 
surface  in  healing.  This  leaves  less  depression  and  in 
most  cases  there  is  none  left  after  healing  is  complete. 
The  opening  in  the  cortex  in  adult  cases  is  usually  from 
three-eighths  to  a  half  inch  in  width  and  extends  from 
the  supra  meatal  spine  to  the  lowest  level  at  the  tip. 
This  afford  complete  drainage.  Naturally,  in  extended 
necrosis,  it  is  not  always  possible  or  even  wise  to  save 
much  of  the  cortex,  but  in  my  experience  these  cases  are 
in  the  minority.  In  most  cases  after  the  cells  and  all 
necrotic  bone  are  removed  the  cavity  is  irrigated  with 
saline  solution.    Some  cases,  however,  are  not  irrigated 
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at  all  but  simply  mopped  out  with  sterilized  gauze.  It 
seems  to  me  that  the  drier  the  wound  can  be  kept  the 
more  rapid  will  be  the  healing  process.  But  of  course, 
in  extensive  empyema  and  necrosis  it  is  necessary  to 
irrigate. 

A  word  regarding  commonly  called  antiseptic  solutions, 
for  the  purpose  of  cleansing  the  ear  and  mastoid  wounds. 
Much  lias  been  said  and  written  about  using  solutions  of 
bichloride  of  mercury  in  the  strength  of  one  to  ten  thou- 
sand to  sterilize  the  canal  or  make  the  wounds  asceptic. 
Now  laboratory  experiments  have  shown  that  staphylo- 
coccus of  different  varieties  in  a  test  tube  culture,  where 
the  colonies  are  submerged  in  a  one  to  live  thousand  bi- 
chloride of  mercury  solution,  it  requires  at  least  one  hour 
to  kill  the  organism.  Streptococcus  takes  nearly  as  long. 
Now  it  seems  to  me  that  if  it  requires  an  hour  to  destroy 
these  micro-organisms,  when  submerged  in  a  one  to  live 
thousand  solution  of  bichloride  of  mercury,  that  the  sim- 
ple exposure  that  would  result  in  the  two  or  three  min- 
utes' irrigation  of  the  infected  parts  would  hardly  be 
enough  to  destroy  them.  And  bichloride  in  stronger  so- 
lutions than  one  to  live  thousand  is  an  irritant  to  the 
delicate  tissues  of  the  canal,  frequently  causing  eczema 
and  other  uncomfortable  irritations  in  the  ear,  beside 
the  danger  in  children  of  these  stronger  solutions  reach- 
ing the  throat.  It  seems  to  me  that  irrigation  with  the 
milder  solutions,  as  saline  solution  or  bicarbonate  of  soda 
solution,  which  will  thoroughly  cleanse  the  canal  and  re- 
move the  sticky  mucus  and  epithelium,  is  safe,  effectual 
ami  more  desirable.  I  think  our  prevention  of  infection 
is  more  due  to  removing  the  pus  ami  keeping  the  infec- 
tious organisms  away  from  the  parts  as  well  as  it  is  possi- 
ble, rather  than  by  the  use  of  strong  antiseptic  solutions. 
When  a  large  amount  of  necrosis  is  present,  either  in  the 
soft  parts  or  in  t  he  bone,  1  find  swabbing  of  these  areas 
with  ninety-five  per  cent,  carbolic  acid  followed  by 
ninety-live  per  cent,  alcohol,  a  very  successful  way  of 
sterilizing  the  cavity  after  the  tissues  have  been  removed. 
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7'//<'  Form  of  Operation  has  been  as  follows :  Schwartze 
typical  in  one  hundred  and  fifty-eight  cases;  semi-radi- 
cal, four  cases;  radical,  thirty-eight  cases.  Five  of  the 
typical  cases  were  bilateral;  and  two  of  the  radical  cases 
were  bilateral;  two  of  I  he  semi-radical  cases  were  made 
radical,  one  fourteen  months,  and  one  four  and  a  half 
years  later  by  subsequent  operation.  And  seven  of  the 
typical  cases  needed  a  second  operation  on  account  of  ex- 
tended necrosis.  Four  of  them  three  months  later,  one 
of  them  four  months  later,  one  three  weeks  Later,  and 
one  four  weeks  later. 

Conditions  Found  at  Operation.  Typical  symptoms, 
as  oedema,  swelling,  redness,  were  found  in  eighty-five 
cases;  the  soft  parts  varying  in  thickness  from  one-fourth 
of  an  inch  to  one  and  a  half  inches.  The  snpra-meatal 
spine  was  present  in  most  of  the  adult  and  adolescent 
cases.  The  thickest  cortex  was  one-half  inch,  from  that 
all  grades  of  thickness  down  to  a  perforation.  The  location 
of  the  sigmoid  groove  was  generally  from  three-fourths  to 
an  inch  behind  the  canal;  one  case  was  an  eighth  of  an 
inch,  one  one-fourth  of  an  inch,  and  one  three-eighths  of 
an  inch  behind  the  canal.  The  cells  in  most  of  these 
cases  were  necrotic,  softened,  containing  fluid  or  cheesy 
pus  and  pyogenic  granulation  of  tissue.  Either  pus  or 
serum  containing  streptococcus,  which  would  soon  have 
become  pus,  was  found  in  the  cells  in  every  case,  so  that 
1  do  not  feel  that  any  case  was  opened  unnecessarily. 
There  were  three  cases  which  might  be  called  Bezold 
cases.  Only  one,  however,  of  these  had  a  spon- 
taneous perforation  of  the  medial  side  of  the  tip. 
Gravity  abscess  of  the  neck  was  present  in  three  cases, 
extending  from  two  to  three  inches  below  the  tip  under 
the  sterno-cleido  mastoid  muscle.  Necrosis  was  due  in 
one  case  to  tubercular  glands  of  the  neck.  In  five  cases 
pus  was  found  burrowing  under  the  tissues  of  the  scalp 
in   varying  degrees,   extending  from   two   inches  from 


OKSEKVATIONS  IN  MASTOID  OPKRATIONS. 


the  meatus,  in  some  ruses,  to  the  outer  angle  of  the 
orbit,  and  almost  the  medial  Line  of  the  vertex  in  others. 
Sequestrum  of  the  external  auditory  canal  w  as  found  in 
three  cases;  malignant  growth  of  the  mastoid  and  the 
squamous  portion,  one  case;  thrombosis  of  the  lateral 
sinus,  eight  cases.  Six  of  these  recovered  without  liga- 
tion, one  died  of  pyemia  with  metastatic  abscess  eighteen 
days  after  operation,  another  died  of  leptomeningitis 
fourteen  days  after  operation.  In  these  two  cases  the 
system  was  so  widely  infected  at  the  time  of  operation 
that  ligation  of  the  internal  jugular  vein  would  have 
been  of  no  use. 

Sinus  phlebitis  was  found  in  four  cases,  all  of  which  re- 
covered. Kxtra-dural  abscess  was  found  in  four  cases, 
one  of  which  showed  three  independent  abscesses  one 
over  the  root  of  the  zygoma,  one  over  the  roof  of  the 
tympanum  and  the  roof  of  the  mastoid.  This  case  was 
also  complicated  by  a  thrombosis  of  the  sinus.  All  of 
these  cases  recovered.  Serous  meningitis  complicated, 
three  cases,  all  of  which  died.  Dementia  was  present  in 
two  cases,  one  sixty-five  years  of  age,  and  one  seventy-one 
years  of  age.  The  first  one  took  on  the  form  of  somnam- 
bulism, three  weeks  of  the  patient's  life  being  absolutely 
blank.  [This  case  was  reported  in  this  society  in  L899.] 
One  case  had  what  might  be  called  dry  necrosis.  This 
case  never  remembered  having  earache  or  any  distress  in 
the  ear  except  a  slight  deafness,  for  which  she  consulted 
me,  and  which  dated  several  months  back.  When  first 
seen  by  me,  only  symptoms  id'  tubo-tympanic  catarrh  were 
presold,  which  were  readily  relieved  by  catheterization 
About  a  month  later  the  pajient  consulted  me  again  with 
swelling  behind  the  ear,  which  was  very  tender.  The 
middle  ear  showed  no  evidence  of  inflammation,  the  drum- 
head and  canal  were  practically  normal.  At  the  opera- 
tion the  bone  structure  was  one  mass  of  softened  necrotic 
tissue,  intermingled  with  hard,  cheesy  pus.  The  whole 
inner  cortex  of  the  mastoid  was  destroyed.    One  case  of 
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purulent  meningitis  was  the  result  of  trephine  injury. 
The  surgeon  who  first  operated  the  case,  attempting  to 
open  the  mastoid  with  a  trephine,  had  missed  the  mas- 
toid entirely  and  cut  a  button  of  dura  and  brain  tissue 
along  with  the  button  of  bone.  The  patient  was  uncon- 
scious when  admitted  to  the  hospital.  One  patient  had 
both  mastoids  involved,  and  I  intended  to  open  both  of 
them,  hut  as  a  large  mass  of  adenoids  and  two  enormous 
tonsils  were  present,  which  so  obstructed  the  breathing 
and  delayed  the  operation  that,  after  the  operation  of  one 
mastoid  and  the  removal  of  this  lymphoid  tissue  in  the 
throat,  it  did  not  seem  besl  to  open  the  ot  her  mastoid, 
hut  a  large  incision  was  made  in  the  drumhead  ami  the 
ol  her  ear  which  gave  hotter  drainage  and  depict  ion.  This 
patient  made  good  recovery,  and  the  unoperatod  mastoid 
resolved  without  further  trouble.  Here  is  a  case  where  I 
think  that  the  depletion  from  the  removal  of  the  adenoid 
tissue  ami  the  establishment  of  better  conditions  in  the 
throat  saved  the  mastoid  operation. 

Method  of  Closing  the  Wound.  I  have  not  followed 
the  traditional  way  of  (dosing  the  mastoid  wound,  i.  e., 
by  leaving  the  surfaces  to  granulate  in,  for  I  believe  that 
the  large  area  of  freshly  out  surface  leaves  too  great  an 
area  for  infection;  certainly  this  method  is  slow  in  heal- 
ing and  the  exuberant  granulation  tissue  which  so 
quickly  forms  on  the  surfaces  is  extremely  troublesome  in 
many  cases.  In  all  of  these  cases  the  wound  has  been 
closed  to  a  greater  or  less  extent.  In  the  first  three  cases 
a  rubber  drainage  tube  was  inserted  in  the  cavity  and  the 
won  ml  (dosed  by  sutures  above  and  below  it  .  This  was 
then  discarded  and  wicks  of  gauze  were  used  instead. 
The  wick  of  gauze,  about  three  eighths  of  an  inch  in  di- 
ameter, was  placed  in  the  cavity  and  brought  out  at  the 
bottom  of  the  incision;  the  rest  of  the  wound  was  (dosed 
by  from  four  to  six  or  more  stitches  as  the  case  required. 
For  the  past  two  years  I  have  used  what  is  known  as  the 
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cigarette  drainage,  which  is  a  soft  rubber  tube  containing 
a  wick  of  gauze.  This  I  find  causes  less  discomfort  when 
the  first  dressing  is  done,  as  the  tube  can  be  removed 
without  "the  slightest  pain  to  the  patient.  The  dressing 
of  gauze  sponges  and  bandages  is  now  applied  and,  if  all 
goes  well,  is  left  for  four  or  five  days  undisturbed.  At 
the  first  dressing  the  rubber  drainage  is  removed  and  the 
cavity  is  wiped  out  with  sterilized  cotton.  Irrigation  is 
not  used  unless  pus  is  found.  Many  of  these  cases  have 
healed  without  the  need  of  irrigation  and  without  the  ' 
formation  of  pus,  simply  a  discharge  of  (dear  serum  being 
present  during  the  first  week  or  ten  days,  after  which  the 
wound  is  allowed  to  (dose.  The  duration  of  healing  in 
these  cases  is  shown  below.  In  the  radical  cases  the 
Stacke  or  the  Zaufal  operation  was  performed  in  most 
cases.  In  some  cases,  with  extensive  necrosis,  the 
Schwartze  radical  was  followed.  With  the  exception  of 
the  cases  where  necrosis  was  extensive,  the  incision 
behind  the  ear  was  completely  closed  at  the  time  of  op- 
eration by  sutures,  and  the  subsequent  dressings  done 
through  the  canal.  The  early  cases  were  tamponed 
closely  at  the  time  of  operation,  but  the  removal  of  these 
tampons  caused  such  intense  pain  to  the  patient  at  the 
first  dressing  that  I  do  not  now  tampon  at  the  first  opera- 
tion, but  shape  the  canal  on  a  piece  of  rubber  drainage 
tube  after  turning  in  the  flaps  and  making  the  canal  as 
large  as  the  case  requires.  This  is  left  in  for  one  week 
and  cleansing  is  carried  on  through  this  opening.  At  the 
end  of  one  week  the  tube  is  removed  and  the  cavity  thor- 
oughly cleansed  and  tamponed  closely  (not  tightly)  each 
day  until  epidermization  is  completed,  which  is  from 
six  to  twelve  weeks  in  most  cases. 

Deaths.  -  Fifteen  cases  died.  Four  of  pyaemia,  three 
of  serous  meningitis,  three  of  brain  abscess  and  menin- 
gitis, two  of  purulent  meningitis,  one  of  septicaemia, 
one  of  shock  (a  child  two  months  old),  and  one  of  adeno- 
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carcinoma,  eight  months  after  operation.  All  of  these 
cases,  except  the  two  months  did  bahy,  (lied  of  complica- 
tions well  established  before  operation,  the  operation 
being  performed  merely  as  a  chance  to  save  life.  Several 
of  the  cases  were  unconscious  before  operation.  The  pa- 
tient s  who  died  would  have  died  without  operation,  and 
perhaps  some  men  would  not  have  spoiled  their  statistics 
by  attempting  a  case  which  was  practically  moribund 
when  admitted  to  the  hospital.  It  is  interesting  to  note 
that  among  the  older  people,  where  death  might  be  more 
commonly  expected,  there  were  only  two  deaths,  one  at 
seventy-nine,  of  septicaemia,  and  one  at  sixty-five,  of 
brain  abscess. 
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Thus  one  hundred  and  four  out  of  one  hundred  and 
fifty-eight  acute  cases  were  healed  in  four  weeks  and 
loss,  seventy-eight  in  three  weeks  and  less,  and  twenty- 
seven  in  two  weeks  and  less.  The  healing  process  was 
delayed  in  the  case  of  diabetes,  and  in  other  cases  by  ex- 
tensive necrosis  or  low  vitality  of  the  patient.  In  favor- 
able cases  the  blood  clot  method  of  healing  was  utilized 
and  a  Large  percentage  of  these  were  successful  as  shown 
by  the  rapid  healing. 

I  find  that  cases  in  private  houses  heal  more  quickly 
than  the  average  hospital  case.  Infection  is  more  likely 
to  occur  in  a  large  general  hospital  than  in  private  hos- 
pitals or  private  houses. 


The  bacteriological  examination  showed  streptococcus 
in  thirty-nine  cases,  staphylococcus  albus  eight  cases; 
staphylococcus  pure,  one  case;  staphylococcus  albus  and 
aurius,  two  cases ;  streptococcus  and  staphylococcus  com- 
bined, four  cases;  diplococcus,  one  case;  unidentified  and 
encaptulated  diplococcus  in  three  cases;  in  two  cases  in 
pure  culture.  These  latter  organisms  somewhat  unusual 
in  mastoid  disease  were  described  by  Dr.  Mary  S.  Packard 
in  the  .Journal  of  Medical  Research,  March,  L903.  I  regrel 
that  more  cases  could  not  have  had  a  bacteriological  ex- 
amination, l>nt  it  was  not  possible  under  the  circum- 
stances. 


Complications  following  operation.  Septic  arthritis  in 
two  cases  (one  streptococcus  infection,  the  other  un- 
known) both  cases  recovered.  Streptococcus  infection  of 
the  skin  of  the  face  and  scalp  resembling  erysipelas  in 
two  cases;  one  of  these  patients,  seventy-nine  years  old, 
died. 
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The  Ages  of  the  Patients. 
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It  is  of  anatomical  interest  to  know  that  well  developed 
mastoid  tips  containing  pneumatic  cells  are  occasionally 
found  in  infants  as  the  above  figures  will  show;  every 
case,  even  in  the  youngest  babe  six  weeks  and  three 
days  old,  showed  mastoid  cells  external  to  the  antrum. 

DISCUSSION. 

Dr.  Gruening:  —  Dr.  Blake  and  Dr.  Sprague  cer- 
tainly cure  their  cases  in  a  much  shorter  time  than  I  do. 
1  haven't  been  able  to  do  it  in  less  than  live  or  six  weeks. 
In  my  last  series  of  cases  I  lost  four.  When  I  take  Dr. 
Sprague's  series  with  \Wj,.  mortality,  his  percentage  of 
loss  is  much  greater  than  mine  with  longer  healing. 

I  attempted  the  blood  clot  method  and  did  not  succeed 
with  it;  I  had  to  open  up  the  wound  every  time. 

I  have  had  in  my  wards  live  cases  of  erysipelas  and  lost 
one.  The  sinus  was  laid  bare  in  the  case  and  24  hours 
later  the  woman  had  a  temperature  of  104°,  and  when  I 
looked  at  the  wound  I  found  it  swollen  and  there  was 
erysipelas.  She  was  transferred  to  the  isolation  ward 
where  she  continued  to  have  a  temperature  of  1<U  -105° 
with  rapid  pulse,  and  some  gastio-intestinal  disturbance 
and  died  on  the  fifth  day.  Examination  showed  that 
streptococci  had  traveled  through  the  sinus  into  the  cere- 
bellum and  she  died  of  an  abscess  of  the  cerebellum. 

Dr.  Dench  : — I  have  read  all  Dr.  Blake's  articles  on 
the  blood  clot  method  but  have  never  had  the  courage  to 
try  it.  The  rapid  healing  by  this  method  seems  to  me 
truly  remarkable  and  1  certainly  shall  attempt  it,  for  I 
am  free  to  confess  that  I  cannot  get  a  mastoid  to  heal  up 
in  seven  or  even  in  fourteen  days  and  if  there  is  any  way 
that  I  can  do  it  I  shall  be  glad  to  learn  it. 

In  reference  to  allowing  a  portion  of  the  cortex  to  re- 
main, as  I  understand  it  they  undermine  a  certain  por- 
tion leaving  the  overhanging  edge  in  order  to  secure  a 
better  cosmetic  effect.    My  own  experience  has  been 
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where  1  have  done  this  that  healing  has  been  slower  and 
80  I  make  it  a  point  to  take  down  everything.  As  to 
leaving  a  small  ridge  of  bone  posteriorly,  in  the  hospital 
cases  we  always  take  that  away  as  a  routine  practice. 
That  allows  the  soft  parts  to  fold  back  and  fill  up  the  cav- 
ity, leaving  less  deformity.  In  some  private  cases  I  have 
felt  I  had  no  right  to  take  away  healthy  bone  and  have 
left  this  bony  ridge,  and  there  has  been  more  deformity 
and  slower  healing,  1  am  sure.  After  yon  have  opened 
the  cells  when  yon  get  to  this  little  ridge  of  bone  forming 
the  posterior  periphery  of  the  canal,  clip  that  away,  so 
that  the  soft  parts  will  fold  back  and  till  the  cavity. 

I  do  not  endorse  what  Dr.  Sprague  says  with  regard  to 
the  value  of  bichloride  of  mercury.  We  know  this,  that 
after  the  external  canal  is  irrigated  with  sterile  saline 
solution  we  have  no  difficulty  in  getting  rapid  growth  of 
germs  in  nutrient  media.  On  the  other  hand,  if  syringed 
with  bichloride,  we  find  that  the  germs  will  not  grow 
after  a  number  of  days  in  the  thermostat,  so  that  it  must 
at  least  inhibit  their  growth. 

With  reference  to  the  value  of  the  semi-radical  opera- 
tion I  cannot  see  that  this  has  any  advantage.  It  seems 
like  making  two  bites  at  a  cherry.  It  seems  to  me  better 
to  do  the  radical  operation  rather  than  take  chances  with 
the  semi-radical.  I  have  done  a  number  of  radicals  in 
children  and  the  results  have  certainly  been  very  good. 

Dr.  Lbland :  —  I  have  used  Dr.  Blake's  blood  clot 
method  in  epiite  a  number  of  cases  and  in  a  large  pro- 
portion healing  has  taken  place  in  a  week  or  less.  A 
few  of  the  cases  have  broken  down,  and  one  after  being 
out  of  the  hospital  for  about  a  month.  But,  we  may  get 
reinfection  as  we  all  know,  after  almost  any  kind  of  an 
ordinary  mastoid  operation.  It  has  been  my  custom  to 
wash  out  the  cavity,  not  with  any  artificial  solution,  but 
by  allowing  the  blood  stream  to  wash  it  out  and  then 
using  the  second  or  third  filling  for  the  clot.  I  also  leave 
a  very  small  wick  between  two  of  the  sutures  at  the 
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lower  part  of  the  wound  to  drain  off  the  serum,  thinking 
thus  to  have  a  lirmer  clot. 

As  to  shutting  oft'  the  clot  from  reinfection  by  putting 
in  a  piece  of  ruhher  tissue  at  the  junction  of  the  aditus 
with  the  middle  ear,  which  has  been  suggested,  as  in  the 
Gasserian  ganglion  resection  operation,  I  have  tried  it  in 
two  or  three  cases  but  it  always  came  out  and  infection 
took  place  more  readily  it  seemed  than  when  it  was  not 
used.  But  oven  if  the  clot  does  break  down  we  surely 
get  more  rapid  healing  than  when  wo  do  not  attempt  the 
method,  because  the  clot  contiguous  to  the  bone  favors 
and  nourishes  early  granulations.  I  have  not  yet  been 
sanguine  enough  to  use  it  in  those  nasty,  rotten  broken 
down  cases  where  the  softened  bone  breaks  easily  away 
from  the  tegmen  or  from  the  perisinuous  region  of  the 
cerebellar  fossa,  lost  an  epidural  infection  may  l>o  com- 
municated to  the  clot;  hut  when  a  macroscopically  clean 
bone  has  been  removed  exposing  the  healthy  dura  this 
clot  method  may  be  expected  to  he  successful. 

1  have  also  tried  it -in  a  few  contagious  cast's  in  the 
South  Dept.  of  the  Boston  City  Hospital,  hut  think  that 
every  one  broke  down  :  and  hence  from  the  nature  of 
these  aural  infections  as  well  as  from  my  own  experience 
with  tin'  method,  would  not  recommend  it  in  such  cases. 

This  procedure,  however,  seems  to  me  to  be  a  most  ex- 
cellent one  in  selected  cases. 

Dr.  AVoods  : — In  connection  with  Dr.  Dench's  remark 
that  he  has  not  had  the  "courage"  to  try  the  blood  clot, 
it  seems  to  me  there  is  enough  experience  to  show  that  it 
does  not  take  so  much  "courage.''1  In  other  departments 
of  surgery  the  method  is  of  long  standing.  To  quote  a 
remark  made  at  our  meeting  a  year  ago  by  our  President, 
I  am  "inclined  to  follow  where  Dr.  Blake  has  blazed  the 
way";  and  after  he  brought  this  matter  to  our  attention 
some  years  ago,  it  was  carefully  tested  at  the  clinic  at 
the  Presbyterian  Eye  and  Ear  Hospital.  I  think  our  com- 
bined experience  there  has  confirmed  some  of  the  original 
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statements  of  Dr.  Blake.  If  the  operation  is  thorough  in 
the  beginning,  many  cases  heal  within  a  few  days;  if 
there  is  a  partial  breaking-down  of  the  clot,  one  can  pack 
from  this,  as  explained  by  Dr.  Blake  a  year  ago,  and  time 
is  saved;  if  the  clot  completely  disorganizes,  the  early 
appearance  of  discharge  gives  warning,  and  the  wound  is 
readily  opened  and  packed.  In  a  large  number  of  cases, 
in  combined  experience,  we  have  never  seen  serious  trou- 
ble. Oases  which  have  failed  to  heal  have  suffered  only 
the  delay  of  the  few  days  given  to  the  attempt  at  secur- 
ing quick  healing,  'three  cases  upon  which  I  operated 
w  ithin  a  year  illustrate  the  successful  and  unsuccessful 
attempts,  and,  possibly,  the  sort  of  cases  in  which  we  may 
and  may  not  expect  good  results.  The  first  was  a  man 
forty-three  years  old,  who  had  acute  mastoiditis,  sequel 
of  primary  otitis  media.  Mastoid  redness  and  tenderness 
persisted,  after  incision  of  the  drumhead,  for  ten  days. 
At  operation  a  large  cellular  process  was  found,  tilled  with 
pus  from  pneumococcus  infection.  The  wound  healed 
under  one  dressing,  and  he  was  discharged  well,  in  ten 
days.  About  three  weeks  later  he  developed  a  small  ab- 
scess at  the  posterior  end  of  a  horizontal  cut,  made  to 
secure  room,  at  operation  ;  but  the  blood  (dot  held.  This 
was,  no  doubt,  a  local  infection,  and  unconnected  with 
the  original  ear  lesion.  The  second  case  was  a  girl, 
twelve  years  old,  just  over  grippe.  She  had  an  imperfo-. 
rate  membrane,  deep  and  severe  ear  pains,  mastoid  ten- 
derness and  septic  temperature.  After  incision  of  the 
drumhead,  the  mastoid  was  opened,  and  pus  found  only 
in  a  large  cell  near  the  location  of  the  attic.  There  was 
little  cellular  tissue  in  the  process.  The  wound  was 
firmly  (dosed  on  the  first  dressing,  six  days  after  opera- 
tion, and  has  remained  so.  The  third  case,  which  was  a 
failure,  was  that  of  a  girl  about  the  same  age,  not  vet  re- 
covered from  scarlet  fever.  A  large  periosteal  abscess 
led  through  a  cortical  necrosis  into  the  cells,  tilled 
with  streptococcus  pus.    The  child  took  the  anaesthetic 
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badly,  and  I  was  not  satisfied,  when  I  felt  compelled  to 
stop  on  this  account,  that  the  work  had  been  thoroughly 
done.  The  clot  broke  down  absolutely,  and  this  fact  was 
shown,  not  by  constitutional  or  cerebral  symptoms,  but 
by  a  soiled  dressing  on  the  third  day.  She  was  then 
treated  by  packing  and  recovered  after  a  month  or  so.  1 
am  inclined  to  think  that,  apart  from  thoroughness  at 
operation,  the  next  important  thing  from  a  prognostic 
point  of  view  is  the  condition  of  the  pal  Lent.  If  the  mas- 
toiditis lias  followed  an  otitis  not  due  to  some  infectious 
disease,  or  if  the  patient-  has  completely  recovered  from 
this  infect  ion,  prospects  are  good.  The  last  case,  which 
was  a  failure,  should  not  have  been  treated  by  the  blood 
clot,  because  there  w  as  present-  scarlet  fever  in  the  active 
stage.  Dr.  Sprague  has  alluded  to  the  blood-count  in 
these  cases.  In  a  case  a  few  years  ago  it  confirmed  sus- 
picions that  there  was  something  besides  t  he  ear  t  rouble 
and  prevented  an  unnecessary  operation.  The  patient 
wa<  a  man,  about  forty  years  old,  with  acute  otitis  media. 
Pain  was  partially  relieved  by  incision  of  the  drum  mem- 
brane, 1  mt  there  was  tenderness  on  deep  mastoid  pressure 
and  moderate  elevation  of  temperature.  He  was  sent  to 
the  hospital  for  operation,  The  day  after  his  arrival 
there  I  noticed  that  the  temperature  was  sustained  at 
102-3°.  This  continued  for  two  days.  Then  a  blood- 
count  was  obtained  and  the  leucocytosis  was  only  4<><)l(. 
On  the  ground  of  a  leucocytosis  and  regular  temperature, 
free  from  characteristic  septic  falls  and  jumps,  operation 
w  as  delayed.    The  case  proved  to  be  typhoid  fever. 

Dr.  Dench  : —  I  should  like  to  ask  one  question;  with 
reference  to  exposure  of  the  dura  and  sinus,  would  these 
gentlemen  use  this  method  then? 

Dr.  Phillips:  —  In  regard  to  the  blood  clot  method,  it 
does  not  seem  to  me  that  15%  of  successes  is  a  very  high 
percentage.  At  the  same  time,  it  may  lie  considering 
the  (dass  of  cases  treated.  The  whole  question  of  the 
success  of  the  plan  depends  upon  whether  without  danger 
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of  infection,  the  average  of  final  healing  is  lower  as  far 
as  time  is  concerned  than  by  the  method  of  packing  from 
the  commencement.  When  we  get  results  based  upon 
thai  hypothesis  we  will  know  whether  the  plan  is  better 
or  not.  As  to  the  question  of  reinfection  of  blood  clot,  it 
seems  to  me  that  many  of  the  men  have  forgotten  that 
there  is  positive  source  of  possible  reinfection  from  the 
external  auditory  canal.  It  cannot  be  made  absolutely 
aseptic.  The  douching  of  the  wound  after  a  mastoid  op- 
eration lias  always  seemed  to  me  to  lie  proper  ami  a  help- 
ful method,  not  only  as  a  means  for  cleaning  the  wound 
hut  for  cleaning  the  aditus  and  attic,  ami  the  external 
canal.  I  use  the  douching  not  so  much  for  t  he  mastoid 
wound  as  for  cleansing  these  parts. 

As  for  Dr.  Sprague's  cases,  he  has  had  some  remark- 
able experiences  and  certainly  in  the  hospitals  of  New 
York  we  could  never  get  such  a  series  of  results  as  he  has 
obtained.  Probably  we  have  a  different  class  of  cases  for 
we  could  not  get  the  rapidity  of  healing  and  the  very 
low  percentage  of  serious  complications  which  he  has  re- 
ported. Few  of  us  could  report  such  a  large  number  of 
cases  without  a  much  higher  percentage  of  serious  com- 
plications. Another  peculiarity  about  his  statements  is 
that  so  small  a  percentage  of  his  operations  have  come 
from  .the  chronic  forms.  Out  of  two  hundred  cases  only 
about  forty  were  from  chronic  disease.  My  experience  is 
not  in  line  with  that  and  I  have  been  coming  to  the  con- 
clusion lately  that  a  large  percentage  of  all  cases  come 
from  chronic  suppurative  disease. 

Dr.  Reik  :  —  I  should  like  to  say  a  word  about  the 
technique  of  the  blood  clot  operation,  a  point  which  may 
explain  a  large  number  of  the  reported  failures.  Aside 
from  the  possibility  of  the  clot  becoming  infected  from 
the  middle  ear,  I  think  that  even  after  cleaning  out  the 
mastoid  cells  thoroughly  and  securing  an  aseptic  (dot,  we 
may  reinfect  it  by  the  manner  in  which  we  (dose  the 
wound.    You  will  all  recall  the  paper  of  Dr.  Welch's, 
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road  before  the  first  Congress  of  American  Physicians 
and  Surgeons,  on  the  frequency  with  which  he  found  the 
staphylococcus  allms  in  the  deeper  layers  of  the  skin  af- 
ter most  thorough  attempts  at  surface  idealising.  If  we 
attempt  to  close  the  wound  with  the  ordinary  interrupted 
silk  sutures  passed  through  the  skin,  it  is  quite  possible 
to  infect  the  clot.  I  have  been  for  sometime  past  using 
t  he  Halsted  subcutaneous  suture  with  silver  wire,  which 
avoids  passing  the  stitch  through  the  skin  and  enables 
you  to  bring  the  lips  of  the  wound  into  very  close  apposi- 
tion. It  not  only  avoids  carrying  in  infection,  but  the 
silver  wire  itself  has  been  shown  to  be  an  antiseptic. 
Von  get  a  better  closure  than  by  the  interrupted  suture 
or  by  drawing  the  edges  together  with  adhesive  strips. 

Another  point  concerning  the  technique  of  the  mastoid 
operation  which  was  mentioned  in  Dr.  Sprague's  paper, 
is  the  question  of  shaving  a  large  space  behind  the  ear, 
especially  in  women  patients.  It  is  desirable,  of  course, 
to  avoid  removing  the  hair,  but  I  have  not  come  to  the 
point  of  not  shaving  at  all  though  I  do  nol  shave  as  large 
an  area  as  many  operators  do.  It  occurred  to  me  last 
year  that  we  might  make  use  of  a  method  employed  by 
the  general  surgeons  in  abdominal  work,  using  a  rubber 
apron  for  covering  over  the  field,  with  a  central  portion 
made  of  very  thin  rubber  tissue.  This  central  part  re- 
ceives a  coating  of  adhesive  fluid  and  is  pressed  down 
upon  the  site  of  operation  and  the  incision  made  through 
it.'  I  had  the  rubber  house  make  a  modified  form  of  that 
apron  for  mastoid  operations.  The  larger  portion  covers 
the  whole  head  and  neck  so  that  the  surgeon  does  not 
touch  the  hair  or  skin.  I  think  it  saves  having  to  shave 
a  large  area. 

My  experience  with  the  blood  clot  is  almost  exactly 
like  that  of  Dr.  behind.  I  have  not  attempted  to  use  it 
in  every  case,  but  in  the  acute  cases  and  selected  chronic 
cases  my  experience  has  been  to  get  healing  within  ten 
days  in  more  than  fifty  per  cent. 
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Dr.  Harlan:  —  I  am  a  firm  believer  in  sewing  up  these 
wounds  after  Dr.  Blake's  method,  though  I  do  not  sew  up 
every  case.  I  use  the  subcutaneous  wire  suture,  which  is 
easier  to  remove  than  any  other  suture.  When  we  get 
rapid  healing  in  this  way  it  is  very  satisfactory,  and 
when  we  do  nol  get  it  and  t  he  (dot  breaks  down,  I  have 
never  found  in  any  instance  that  it  had  lengthened  the 
healing  process. 

Dr.  Jack: — This  same  question  involved  in  Dr.  Blake's 
paper  is  at  present  under  discussion  in  a  number  of  so- 
cieties.  The  rhinologists  are  considering  whether  they 
will  suture  their  frontal  sinuses  or  pack  them.  I  should 
like  to  be  enthusiastic  over  the  blood  clol  method  in  tin' 
mastoid.  1  have  attempted  it  in  two  or  three  cases  and 
all  were  so  discouraging  that  1  gave  it  up. 

Dr.  Kipp : — I  would  suggest  that  the  members  of  this 
society  report  at  the  next  annual  meeting  the  results  of 
their  experience  with  this  method. 

Dr.  Bryant: — In  reference  to  closing  the  wound  in 
cases  where  t  he  dura  or  sinus  is  exposed,  I  should  like  to 
recall  the  case  I  showed  last  year,  in  which  the  dura  had 
been  exposed  over  a  considerable  area  and  in  which  the 
wound  was  (dosed.  I  do  not  use  as  much  suturing  as  is 
usually  employed,  and  prefer  to  use  none. 

Dr.  Blake:  —  In  answer  to  Dr.  Dench's  question,  with 
reference  to  closing  in  the  mastoid  where  the  dura  is  ex- 
posed, and  as  to  whether  there  should  be  any  overhang 
left,  I  would  say,  if  I  found  cells  in  the  overhang  I  should 
remove  that  overhang  entirely,  without  attempting  to 
preserve  the  outer  cortex,  because  the  skin  flaps  can  be 
drawn  together,  getting  a  comparatively  smooth  surface. 
It  is  not  necessary  to  save  the  outer  cortex  for  symmetry. 
With  reference  to  saving  the  inner  cortex,  all  diseased 
bone  should  be  removed  to  a  smooth  surface,  taking 
away  all  the  cell  walls  and  their  morbid  contents  and 
leaving  as  much  of  the  cortex  as  possible.    If  it  is  neces- 
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sary  to  remove  bone  over  the  sinus  the  brain  pressure 
outward  drives  the  sinus  into  the  opening  and  in  case  of 
dean,  healthy  tissue  there  can  be  no  objection  to  filling 
the  mastoid  cavity  with  blood  clot.  With  regard  to  the 
matter  of  apposition  of  the  edges,  it  should  he  considered 
that  these  investigations  have  gone  on  for  a  number  of 
years  and  have  varied  in  method  from  time  to  time.  In 
some  cases  the  edges  have  been  simply  apposed,  and 
the  highest  percentage  of  primary  healing  attained.  For 
sutures  silk  has  been  used,  silk  worm  gut  ami  cat  gut  and 
the  lower  portion  of  the  wound  has  in  all  cases  been  left 
opt'ii  for  drainage. 

As  to  the  percentages  of  primary  union  the  15%  of  all 
cases  operated  upon  included  only  those  cases  in  which 
healing  after  incision  of  the  drum  head  and  evacuation  of 
the  mastoid  took  place  and  the  dressings  were  not  again 
disturbed;  where,  in  other  words,  the  first  dressing  re- 
vealed complete  apposition  of  the  edges  and  a  dry  wound. 

I  should,  like  to  ask  Dr.  Reik  about  Dr.  Halsted's  work 
with  the  blood  clot  method. 

In  answer  to  Dr.  Gruening's  question;  w  here  the  clot 
has  broken  down  the  manipulation  is  only  what  is  neces- 
sary to  remove  detritus,  the  idea  being  that  the  blood  (dot 
furnishes  granulomata.  If  the  superficial  granulomata 
are  infected,  they  should  be  curretted,  or  dry  scrubbed, 
down  to  a  good  firm  surface. 

Dr.  Gruening  : —  Is  the  coagulum  removed  on  opening 
the  wound  ? 

Dr.  Blake: — If  firm,  it  is  not  interfered  with. 

Dr.  Reik  : — In  answer  to  Dr.  Blake's  question,  Dr.  Hal- 
sted  was  perhaps  the  first  man  in  this  country  to  do  any  ex- 
tensive work  with  the  blood  (dot  method  in  the  treatment 
of  osteomyelitis  in  the  long  bones.  It  is  generally  recog- 
nized by  the  surgeons  who  have  occasion  to  operate  upon 
the  tibia.  He  doesn't  claim  originality  for  the  method: 
some  Italian,  I  think,  did  the  tirst   work.     It  was  about 
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the  same  time  thai  Dr.  Blake  began  its  use  in  mastoid 
work.  They  obtained  most  satisfactory  results  by  swab- 
bing out  with  carbolic  acid  and  then  alcohol  and  tilling  in 
with  the  blood  (dot . 

Feeling  two  or  three  years  ago  that  I  might  he  open  to 
criticism  in  my  part  of  the  country,  especially  as  I  had 
heard  one  or  two  general  surgeons  speak  that  way,  I  con- 
sulted Dr.  Halsted  about  it,  and  he  most  enthusiastically 
endorsed  Dr.  Blake's  idea  of  treating  the  mastoid  wound 
in  that  way  and  said  he  could  not  conceive  of  any  danger 
arising  from  it  ;  that  if  any  infective  material  was  (dosed 
in  the  clot  would  simply  break  down.  He  holds  to  the 
belief,  as  1  understand  it,  not  only  that  the  blood  clot  se- 
cures healing  by  primary  intentions  through  tilling  in  1  he 
cavity  but  that  it  does  something  more  than  that,  it  has 
antiseptic  properties  and  is  aide  to  take  care  of  a  certain 
amount  of  infection.  As  long  ago  as  the  time  of  -John 
Hunter  this  healing  property  of  the  blood  was  recognized. 

Dr.  Spraguh  : — In  reference  to  the  question,  as  to  the 
use  of  this  method  in  sinus  operations,  after  it  has  been 
opened  we  have  the  depression  here,  w  here  the  outer  wall 
of  the  sinus  was,  which  is  now  collapsed,  [illustrating  on 
the  board]  and  then  we  pack  the  sinus  and  put  in  a  large 
cigarette  drain,  (dosing  up  everything  else  and  allowing 
it  to  fill  in  with  clot.  A  case  of  this  kind  that  1  operated 
on  two  years  ago  healed  in  two  weeks.  1  have  had  two 
cases  that  did  that. 

As  to  Dr.  Gruening's  question  about  the  large  percent- 
age of  deaths,  I  do  not  feel  that  it  is  a  large  percentage, 
because  every  case  except  one  was  due  to  a  complication 
and  not  to  simple  mastoid  trouble.  It  is  impossible  to 
compare  stat  ist  ics,  of  course,  as  there  may  lie  a  wide  differ- 
ence in  the  complicated  cases  one  gets.  In  the  simple 
mastoid  cases  1  had  only  one  death,  which  was  a  child 
two  months  old,  from  shock. 

As  to  the  case  of  erysipelas,  a  dermatologist,  who  was 
called  in,  said  it  was  a  streptococcus  infection  of  the  skin. 
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Dr.  Phillips  spoke  of  the  source  of  infection  through  the 
canal.  In  some  of  these  cases  there  is  no  pus  in  the  ear 
after  operation.  That-  is  one  reason  why  1  make  such  a 
free  incision  in  the  tympanic  membrane  so  as  to  get  it 
thoroughly  clean  at  the  time  of  operation. 

Dr.  Reik  has  spoken  of  the  silk  sutures.  I  have  dis- 
carded them  on  the  ground  that  I  believe  they  absorb 
pus.    I  use  the  silkworm  gut  sutures. 

As  to  the  shaving  of  the  head,  we  have  tried  all  sorts  of 
experiments.  We  tried  covering  the  hair  with  collodion, 
which  seemed  to  be  a  success  at  first,  and  used  it  in  a 
number  of  cases,  covering  about  two  inches  around  the 
ear,  but  one  case  came  to  me  a  month  after  operation  and 
all  the  hair  that  had  been  covered  in  that  way  came  ou1 
by  the  roots,  so  I  stopped  that. 

Dr.  Jack  spoke  of  using  the  method  in  frontal  sinus 
cases.    I  have  used  it  in  two  with  good  results. 


REPORT  ()K  TWO  (  ASKS  OF  OEREBRO  SPINAL 
MENINGITIS  SHOWING  SOME  SPECIAL  POINTS 
OK  [NTEREST. 

Wendell  C.  Phillips,  M.  I).,  New  Tork,  N.  }'. 

L.  K — ,  ago  8  years,  on  admission  to  the  Manhattan 
Eye  and  Ear  Hospital,  Nov.  24,  1904,  gave  the  following 
history  : 

Has  been  a  comparatively  healthy  child  with  the  ex- 
ception of  having  had  measles  and  whooping  cough  three 
years  ago.  Three  weeks  ago  the  child  had  a  severe  pain 
in  the  right  ear  which  lasted  a  few  hours,  after  which  the 
ear  began  to  discharge.  This  continued  up  to  the  time  of 
admission,  but  was  not  at  any  time  at  all  profuse  in 
amount.  Two  days  before  admission  the  child  became 
quite  ill,  complained  of  severe  pain  in  the  head,  more 
on  the  right  side,  and  had  considerable  elevation  of  tem- 
perature. On  admission  the  child  was  restless,  com- 
plained of  severe  pain  in  the  head,  temperature  100°, 
pulse  108,  respiration  '24,  had  no  cough,  no  pain  except  in 
the  head,  no  rash,  tongue  was  coated  and  the  child  wore 
a  look  of  distress  upon  its  face. 

Examination  of  the  ear  showed  a  small  perforat  ion  in 
the  posterior  quadrant,  through  which  a  small  amount  of 
pus  exuded.  There  was  a  very  slight  tenderness  over  the 
mastoid  tip  and  also  a  short  distance  below  it,  but  nol 
sufficient  to  indicate  certain  involvements  of  the  mastoid 
bone. 

Bacteriological  examination  of  the  ear  discharge  showed 
the  presence  of  extracellular  diplocdccus.  Free  incision 
was  made  in  the  posterior  quadrant  extending  well  into 
the  canal  wall  and  the  ear  was  douched  with  bichloride 
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solution  every  two  hours,  alter  which  lo  per  cent,  of  car- 
bolic acid  in  glycerine  was  instilled. 

At  8  o'clock  on  Nov... 24th,  the  temperature  suddenly 
arose  to  l04i°  degrees,  pulse  122,  respirations  24.  Alcohol 
sponge  baths  were  ordered  every  four  hours  in  addition  to 
free  catharsis  with  calomel  followed  by  a  saline. 

On  Nov.  25th,  the  patient  was  examined  by  Dr.  Andrew 
II.  Smith,  consulting  physician,  and  Dr.  Terrebery,  con- 
sulting neurologist.  They  could  find  nothing  either  in 
the  child's  general  condition,  or  from  the  standpoint  of 
(he  neurologist,  to  account  for  his  high  temperature  and 
(he  general  condition  of  lassitude  which  lie  exhibited, 
except  the  condition  of  the  ear.  The  thorax  and  abdo- 
men were  apparently  normal,  there  was  no  muscular 
rigidity;  the  reflexes  were  normal  and  a  thorough  exami- 
nation of  the  eyes  showed  nothing.  The  blood  count  re- 
vealed the  presence  of  31,280  leucocytes  with  4,455,360 
erythrocytes  with  a  haemoglobin  of  50  per  cent.  The 
leucocytes  consisted  mostly  of  the  polymorpho-nuclear 
variety.  The  urine  showed  a  slight  trace  of  albumen. 
On  the  same  evening  the  temperature  arose  to  1(15.5°, 
pulse  120,  respiration  44.  The  child  became  delirious, 
and  being  unable  to  account  for  the  condition,  it  was  de- 
cided to  investigate  the  mastoid.  Accordingly,  at  12 
o'clock  the  same  night,  a  Schwartze  operation  was  done, 
including  a  thorough  exploration  of  the  mastoid- antrum 
and  tip  as  well  as  all  the  cells.  Nothing  abnormal  was 
found,  and  t  he  wound  was  parked  and  the  child  returned 
to  bed.  After  the  operation  the  temperature  had  dropped 
to  lol  degrees  at  4  p.  M.  on  the  following  day.  The  gen- 
eral condition  of  the  child  showed  very  little  if  any  im- 
provement. He  was  still  unconscious,  but  to  some  slight 
extent  would  respond  when  aroused.  The  reflexes  were 
apparently  normal.  Kernig's  sign  now  showed,  together 
with  considerable  tendency  to  muscular  rigidity  and 
some  retraction  of  the  head,  The  eye  grounds  were  nor- 
mal, the  pupils  reacting  regularly  to  light.    The  temper- 
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at  me  remained  for  the  next  two  days  between  104°  and 
105°,  with  very  little  variation. 

Nov.  28th,  the  general  condition  was  very  much  worse. 
The  child  was  delirious,  muttered  in  his  sleep,  and 
vomited  occasionally.  The  tongue  was  heavily  coated 
and  the  muscular  rigidity  somewhat  marked.  The  eyes 
were  apparently  normal,  temperature  L05°,  respiration 
and  pulse  very  irregular.  On  the  evening  of  this  day 
the  diagnosis  of  spinal  meningitis  was  made.  A  lumbar 
puncture  was  made  with  removal  of  cerebro  spinal  fluid. 
At  tin  same  time  10  c.  c.  of  lysol  was  injected.  Bacteri- 
ological examination  of  the  spina]  fluid  showed  the  pres- 
ence of  extracellular  diplococci. 

Nov.  29th,  the  condition  of  the  patient  was  about  the 
same,  the  wound  was  dressed  and  found  to  he  (dean  and 
healthy,  hut  after  dressing  the  child  had  general  convul- 
sive spasms.  The  pupils  were  now  noticed  to  he  dilated 
and  did  nol  promptly  react  to  light.  The  fundus  showed 
no  pathological  change.  The  muscular  rigidity  and  ner- 
vous manifestations  remained  about  the  same.  The 
alcohol  sponges  were  given  every  four  hours  in  an  effort 
to  control  the  temperature,  hut  seemed  to  produce  very 
little  effect.  Milk  and  lime  water  was  the  only  form  of 
nourishment  the  child  could  retain.  One  fiftieth  of  a 
grain  of  strychnia  was  given  occasionally  as  the  condition 
of  the  pulse  required. 

Nov.  30th,  the  patient's  condition  was  gradually  grow- 
ing worse. 

The  feces  were  voided  involuntarily,  and  there  was 
general  muscular  twitching  with  very  few  intermissions. 
The  temperature  was  108°,  pulse  rate  had  increased  to  180 
at  times  and  the  respiration  occasionally  reached  50. 

On  Dec.  1st  more  cerebro  spinal  fluid  was  withdrawn 
by  lumbar  puncture  and  10  c.  c.  of  lysol  was  again  in- 
jected. The  urine  was  not  voided  at  this  time  and  from 
now  until  the  child's  death  it  was  necessary  to  catharize 
the  patient  regularly. 
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On  Dec.  2nd  the  muscular  twitchings  were  very  much 
worse  and  were  more  marked  on  the  left  side,  while  not 
confined  to  any  particular  group  of  muscles.  The  muscu- 
lar rigidity  had  notably  increased.  Lateral  Nystagmus 
was  now  marked,  the  pupils  were  widely  dilated,  hut 
still  there  was  no  change  in  the  fundus  oculi.  Stimula- 
tion was  now  freely  given,  but  as  the  cold  baths  seemed 
to  have  very  little  effect  on  his  temperature,  and  irri- 
tated him  a  good  deal  they  were  discontinued.  At  the 
suggestion  of  Dr.  Terrebery,  baths  of  ten  minutes  dura- 
tion in  water  at  a  temperature  of  104°  w  ere  used. 

Dec.  3rd,  the  third  injection  of  lysol  was  given  and  on 
this  day  the  temperature  again  reached  L05°  with  a  pulse 
rate  of  190,  respiration  5*2. 

Dec.  4th,  child  was  very  much  weaker,  the  pulse  hail 
lost  a  good  deal  of  strength,  and  it  was  with  difficulty 
that  any  nourishment  could  be  given.  10  c.  c.  of  lysol 
were  again  injected  about  6  o'clock  in  the  evening  on 
Dec.  4th.  The  child  died  at  5  o'clock  the  next  morning 
without  regaining  consciousness. 

Autopsy.  Only  brain  and  cord  removed.  The  dural 
sac  was  distended  and  thickened.  On  opening  the  sac  a 
turbid  grayish  cerebro  spinal  fluid  gushed  forth,  appar- 
ently under  considerable  tension.  The  pia-arachmoid  was 
everywhere  thickened  and  covered  with  a  thick  grayish 
exudate.  The  cord  in  the  lumbar  region  was  very  soft, 
friable  and  oozed  through  a  small  opening  in  the  pia, 
while  it  was  being  removed. 

Cranial  dura  was  free  from  infiltration  and  the  mem- 
branes  of  the  convexity  were  simply  slightly  injected. 
The  base  of  brain  pons  and  medulla  were  the  seat  of  di- 
ffuse septic  pachymeningitis  with  plastic  exudate  cover- 
ing also  the  base  of  the  cerebellum.  It  surrounded  also 
the  optic  chiasm  and  extended  laterally  up  the  lissures  of 
Silvius  as  far  as  the  inferior  frontal  convolution. 
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Conclusions:  This  case  was  one  of  undoubted  epidemic 
cerebro  spinal  meningitis.  The  middle  ear  suppuration 
was  probably  not  associated  with  the  disease. 

The  mastoid  operation  was  performed  because  of  fail- 
ure of  the  consultants  to  otherwise  account  for  the  high 
temporal  nre. 

Removal  of  cerebrospinal  fluid  and  injection  of  lysol 
seemed  to  influence  the  patient  's  temperature. 

R.  C. — ,  male,  age  9  years,  was  admitted  to  the  Man- 
hattan Eye  and  Ear  Hospital  March  17,  1905,  and  gave 
the  following  history: 

When  four  .years  of  age,  following  an  attack  of  measles 
had  acute  otitis  media  in  the  right  ear.  Since  that 
time  has  had  chronic  discharge  from  the  right  ear.  Two 
weeks  previous  to  admission  to  the  hospital  the  discharge 
stopped.  Twelve  days  after  this  occurrence  the  child  was 
suddenly  seized  with  severe  headache,  vomiting,  restless- 
ness and  elevati  if  temperature.    The  pain  in  the  head 

was  most  severe  at  the  vertex.  The  temperature  was 
104°,  pulse  126.  The  same  condition  continued  for  forty- 
eight  hours,  the  patient  being  quiet,  and  not  taking 
much  notice  of  things  about  him.  He  was  referred  to 
the  Manhattan  Eye  and  Ear  Hospital  by  the  family 
physician  who  feared  a  brain  complication  of  his  chronic 
otitis.  On  admission  his  temperature  was  102',  pulse  116 
and  the  general  condition  as  described  above. 

The  ear  examination  showed  no  discharge,  but  there 
w  as  a  large  perforation  in  the  inferio-posterior  quadrant 
of  the  membrana  tympani,  through  which  the  wall  of  the 
middle  ear  could  be  plainly  seen.  The  remainder  of  the 
drum  membrane  was  slightly  congested.  The  mastoid 
region  showed  no  tenderness  and  there  was  no  jugular 
manifestations  or  glandular  enlargement.  The  eye 
grounds  were  normal,  there  was  no  sore  throat  or  rash 
of  any  kind,  and  the  thorax  was  normal.  The  urine  only 
showed  a  few  hyaline  casts,  but  the  blood  could  revealed 
a  leucocytosis  of  24,276. 
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As  we  were  unable  to  come  to  any  definite  conclusions, 
and  suspected  the  beginning  of  some  contagious  disease 
or  one  of  t  he  eruptive  fevers  rather  than  any  intracranial 
complication,  we  decided  to  observe  it  for  a  short  time 
before  taking  any  steps.  For  three  days  the  condition 
remained  the  same  when  marked  muscular  rigidity  de- 
veloped in  most  of  the  muscles,  especially  those  of  the 
spine.  The  child  could  not  sit  up  without  pain  and  any 
flexion  of  the  head  also  caused  considerable  pain. 

The  Kernig  sign  was  well  marked  and  Babinski's  sign 
was  present  on  the  right  side  and  absent  on  the  left.  The 
other  reflexes, were  normal.  There  was  considerable  cer- 
vical rigidity,  but  no  tenderness  on  pressure. 

<  »n  March  21,  three  days  after  admission,  a  diagnosis  of 
cerebro-spinal  meningitis  was  made  and  a  lumbar  punc- 
ture done.  The  diplococcus meningitidis  was  found  in  the' 
cerebro  spinal  fluid,  and  2000  units  of  diphtheria  anti- 
toxin was  injected  between  the  scapulae.  At  8  a.m.,  pre- 
vious to  the  injection,  the  temperature  was  L01.2°,  and  it 
dropped  to  98.8°  by  4  p.m.  on  the  same  day,  and  remained 
below  100°  degrees  for  three  days.  The  headache  and 
muscular  rigidity  improved  and  the  child  felt  generally 
better.  On  March  24th  the  headache  became  severe,  the 
child  was  listless,  the  rigidity  returned,  the  temperature 
arose  to  103.8  ,  and  remained  above  102'  degrees  for 
twenty-fours  hours.  An  injection  of  4000  units  of  anti- 
toxin was  given.  The  temperature  again  dropped  to  1)8.8°, 
and  pulse  96,  and  the  patient  felt  much  better.  The 
rigidity  was  less  and  also  the  headache.  Although  the 
improvement  continued,  a  further  injection  of  6000  units 
was  given  on  March  28th,  the  temperature  remaining  the 
same  until,  the  morning  of  March  .'50th,  when  it  went 
again  to  104°,  the  pulse  128  and  the  severity  of  the 
symptoms  before  mentioned,  was  greater  than  at  any 
previous  time.  Aside  from  the  severe  headache,  the 
child  complained  of  nothing  except  when  handled.  Any 
movement  caused  him  severe  pain.     At  8  a.  m.  1000  units 
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of  antitoxin  were  injected,  and  by  8  a.m.  the  following 
day  the  temperature  had  dropped  to  98  ,  the  pulse  was 
and  the  child  fell  well,  although  there  was  considerable 
muscular  rigidity.    From  this  time  on  the  recovery  was 
uneveni  Eul. 

On  April  7th  the  patient  was  out  of  bed  and  was  dis- 
charged on  April  17th.  The  ear  did  not  discharge  ai  any 
time  and  there  was  no  ocular  or  cutaneous  changes.  The 
chief  point  of  interest  was  the  rapid  drop  in  the  tem- 
perature and  marked  amelioration  in  the  severity  of  the 
symptoms  following  each  injection  of  antitoxin. 

From  the  fact  that  it  occurred  with  such  regularity, 
and  in  so  many  instances  it  would  appear  in  this  case  at 
least,  that  it  was  more  than  a  mere  coincidence,  notwith- 
standing the  many  experiences  to  the  contrary  during  the 
recent  epidemic  in  this  city.  Another  question  is,  did 
the  ear  condition  play  any  part  in  the  etiology  of  the 
case?  Unfortunately  there  was  not  sufficient  discharge 
from  the  canal  at  the  time  it  first  came  under  ex- 
amination for  a  bacteriological  examination,  but  we  know 
that  intracellular  diplococci  are  frequently  found  in 
chronic  ear  discharges  and  taking  into  consideration  the 
circularatory  conditions  it  seems  possible  that  infection 
may  take  place  through  that  channel.  Aside  from 
the  antitoxin,  practically  no  treatment  was  given  except 
regular  catharsis  and  an  ice  cap  to  the  head. 

DISCUSSION. 

Dr.  Bryant: — Fast  winter  I  saw  a  number  of  autopsies 
at  Bellevue  Eospital  on  cases  of  cerebro-spinal  menin- 
gitis, in  all  of  which  the  middle  ear  and  accessory  sinuses 
of  the  head  were  filled  with  fluid  containing  more  or  less 
pus. 


BILATERAL  INVAGINATION  (EPIOANTHUS)  OF 
THE  AURICLE;  AN  UNUSUAL  CONGENITAL 
ANOMALY. 

Percy  Fridenbekg,  M.D.,  New  York,  X.  Y. 

Miss  A.  K.,  aged  23  years,  presented  herself  a  I  the  Ear- 
Clinic  of  the  Harlem  Dispensary  on  April  13th,  1905,  for 
the  cure  of  a  disfigurement  of  the  external  ear  which,  she 
said,  lias  shown  from  birth  the  peculiar  appearance  to  be 
described  as  follows  ? 

[At  first  glimpse  no  deformity  is  evident,  the  ears  ap- 
pearing normal  in  size  and  contour.  When  the  coiffure, 
which  covers  the  upper  part  of  the  ears,  is  brushed  up- 
ward the  following  striking  condition  is  revealed.] 

The  upper  part  of  the  auricle  lies  flat  against  the  side 
of  the  head,  to  which  it  appears  bound  down  by  a  fold  of 
integument  continuous  in  front  with  the  ascending  por- 
tion of  the  helix,  and,  at  the  posterio-superior  aspect  of 
the  ear,  with  the  skin  over  the  linea  temporalis.  This 
skin-fold  is  tightly  drawn,  binding  the  helix  down,  and 
covers  it  partly,  so  that  the  upper  part  of  the  ear  appears 
cut  off — whereas  it  is  invaginated  in  this  skin-pocket. 
Traction  downward  upon  the  auricle  causes  it  partially  to 
emerge  from  its  pouch,  while  still  remaining  closely  ap- 
plied to  the  side  of  the  head.  When  traction  is  increased 
a  number  of  taut  fibres  stand  out  underneath  the  skin, 
running  upward  from  the  edge  of  the  cartilage  to  the 
scalp  of  the  temporal  region.  These  fibres  appear  to 
anchor  the  pinna  in  its  unusual  position,  and  are  assisted 
by  the  tight  skin-fold.  Relaxation  of  traction  is  followed 
by  the  return  of  the  auricle  to  its  abnormal  position. 

Without  much  effort  the  helix  can  be  raised  from  the 
side  of  the  head  with  the  skin  fold,  and  the  finger-tip  in- 
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serted  behind  it,  reducing  the  invagination  almost  en- 
tirely by  disengaging  the  helix  from  the  skin-fold  under 
which  it  extends  upward  nearly  half  an  inch.  The  carti- 
lage of  the  helix  is  freely  movable,  and  approximately 
normal  in  size  and  contour;  and  it  can  he  followed  around 


the  periphery  of  the  ear  to  within  a  short  distance  of  the 
tragus.  The  helix  is  somewhat  thicker  and  flatter  than 
usual,  the  crura  and  the  anthelix  very  large,  occupying 
almost  the  entire  cymha.  The  concha  is  perhaps  a  little 
larger,  the  external  auditory  meatus  somewhat  smaller 
than  normal. 
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This  invagination  and  anchoring  of  the  upper  extremity 
of  the  ear  is  attended  by  a  marked  increase  of  the  con- 
cavity of  the  concha,  a  sudden  inward  bending  of  the 
posterior  edge  of  the  pinna  at  the  junction  of  its  middle 


and  upper  thirds,  and  by  the  protrusion  of  the  lower  two- 
thirds  of  the  ear  from  the  side  of  the  head.  It  is  this 
11  standing-off  "  of  the  ears  which  the  patient  finds  disfig- 
uring, and  from  which  she  seeks  relief. 

The  deformity  is  somewhat  greater  on  the  right  side, 
where  the  invagination  is  more  extensive,  the  skin-fold 


L92 


FRIDKNBKKO. 


perhaps  slight  ly  tighter,  and  t  he  anchoring  fibrous  strands 
denser.  When  seen  from -in  front  the  appearance  is  thai 
of  a  protruding  crop-ear. 

The  condition  described  above  is  undoubtedly  a  rare 
one.  I  have  been  unable  to  find  reference  to  a  similar 
case,  or,  in  fact,  to  any  like  type  of  congenital  defect. 
The  chapters  on  the  development  of  the  external  ear  in 
the  text-books  on  embryology  of  Ilertir'uj,  ///«,  KoUiker, 
Mi  not,  and  Srlniuilbe  throw  no  light  on  the  genesis  of  this 
anomaly.  The  congenital  malformations  hitherto  ob- 
served, however  varied  the  anatomical  characteristics, 
have  all  been  referred  to  certain  definite  categories.  The 
classification  given  by  Virchow  is  as  follows: 

I. 

Anomaijks  of  Dkvklopment. 

1.    Arrested  Development  : 

(a)  Complete,  with  absence  of  the  entire  auricle  (very 
rare)  or  rudimentary  formation. 

(b)  Partial,  with  defect  of  the  auricle  caused  by  ab- 
sence of  various  parts,  such  as  the  helix,  anthelix,  lobule, 
and  the  like,  causing  the  most  varied  deformities.  In 

.these  cases  the  defective  auricle  may  look  like  a  cat's 
ear1,  cauliflower,  or  be  represented  merely  by  a  small 
knot  of  cartilage  or  skin,  which  may  be  hooked  or  con- 
voluted. These  deformities  are  frequently  associated 
with  marked  defect  of  the  middle  and  inner  ear,  hare  lip, 
cleft  palate,  and  other  abnormalities  of  the  maxilla  and 
surrounding  parts. 


1  The  term  "cat's  ear"  is  applied  to  an  auricle  compressed  verti- 
cally, like  that  of  Pan  in  antique  sculpture,  and  folded  forward  so  that 
the  helix,  which  may  or  may  not  adhere  to  the  anterior  border  of 
the  ear,  occludes  the  external  auditory  meatus. 


HIIjATKR A L  INVAGINATION  OF  THE  AURICLE. 


I!):; 


2.    Excessive  Development: 

Manifested  by  supernumerary  auricle,  polyotia,  auricu- 
lar appendages,  and  unusual  size  of  various  parts  of  the 
ear,  such  as  the  lobule,  tragus,  etc. 

II. 

Anomalies  of  Size. 

Formation,  Position,  Angle  of  Attachment,  Macrotia, 
Microtia . 

The  auricle  may  be  twisted  upward,  backward  or  for- 
ward. The  last  position  is  plainly  indicated  in  very 
young  embryos. 

Under  this  heading  we  have  also  the  pointed  ear  at- 
tributed by  classic  legend  to  the  satyrs  and  centaurs, 
and  designated  by  Darwin  as  the  type  ear  of  man's  an- 
cestors. 


111. 

Anomalies  of  Location,  (Ectopia). 

The  auricle  is  found  in  a  reversed  position,  or  located 
on  the  cheek,  shoulder,  neck,  and  so  forth. 

IV. 

Anomalies  of  Connection. 

(a)  Adhesion  of  different  parts  of  the  auricle  with 
their  surroundings,  e.g.,  adherent  lobule. 

(//)  Fissure  formations,  with  splitting  of  the  lobule  or 
concha  (coloboma  auris). 
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The  development  of  the  outer  ear,  together  with  the 
tympanic  cavity  and  Eustachian  tube,  from  the  (irst  and 
second  branchial  arches,  explains  the  frequent  associa- 
tion of  externa]  anomalies  with  defects  of  the  middle  ear; 
that  of  the  jaws,  alveolar  processes  and  palate  from  the 
same  rudiment,  such  deformities  as  hare  lip  ami  cleft 
palat  e. 

In  this  connection  a  brief  review  of  the  topography 
and  development  of  the  external  ear  may  not  be  without 
interest.  According  to  Haeckel,  the  external  ear  (con- 
cha ami  external  auditory  canal)  develops  in  the  simplest 
way  from  the  integument  bounding  the  external  orifice 
of  the  first  gill-cleft.  The  "Anlage"  of  the  concha 
appeal's  in  the  form  of  an  annular  skin-fold  surrounding 
the  meat  us,  in  which  cartilage  and  muscles  develop  later. 
The  development  is  analogous  in  many  ways  to  that  of 
the  "  external "  eye,  if  by  that  term  I  may  designate  the 
lids  ami  accessory  structures. 

At  about  the  beginning  of  the  second  month  we  find  in 
the  human  foetus  three  mandibular  tubercles  and  three 
hyoidal  tubercles ;  the  former  anterior  and  the  latter  pos- 
terior  to  the  gill-cleft.  Behind  them  there  appears  the 
rudiment  for  the  unattached  pinna,  (the  free  ear-fold  of 
Schwalbe;  Cauda  helicis,  His;  Helix  hyoidalis,  Grade- 
nigo,)  entirely  independent  of  the  branchial  eminences, 
as  a  reduplication  of  the  integument. 

The  cartilage  of  the  auricle  appears  at  the  beginning  of 
the  third  month  in  the  upper  part  of  the  concha.  As  the 
cartilage  of  the  auricle  reaches  the  epithelium  of  the  un- 
attached pinna  (free  ear-fold  of  Schwalbe),  the  latter 
forms  an  obstacle  to  its  further  expansion  and  forces  it  to 
fold  on  it  self.2 


2For  this  conception  of  a  mechanical  production  of  the  auricular 
folds  several  facts  may  be  cited;  among  others  the  statement  of  Tatar- 
oil  that  in  adults  fat  and  hairs  are  lacking  wherever  the  skin  is  tightly 
stretched  over  the  cartilage,  whereas  in  the  embryo  the  hairs  are 
evenly  distributed  over  the  entire  surface  of  the  auricle. 
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[n  examining  the  ears  of  the  new-born,  and  still  more 
in  those  of  the  foetus  near  term,  we  are  struck  by  the 
close  apposit  ion  of  the  ear  to  the  head.  This  is  not  only 
due  to  the  more  acute  angle  of  the  attachment  as  com- 
pared to  the  adult,  hut  to  a  closer  and  more  intimate 
attachment  of  the  entire  auricle.  The  anterior  attach- 
ment, "ear  basis",  according  to  Schwalbe,  is  dispropor- 
tionately greater,  the  free  part  of  the  ear,  both  basal  and 
apical,  less  extensive;  so  that  the  auricle  rises  but 
slightly  above  the  level  of  the  surrounding  integument. 
In  the  early  months  it  mighl  be  said  to  be  partially  sub- 
merged. The  upper  end  of  the  ear-base  corresponding  bo 
the  antero-superior  attachment  of  the  auricle  is,  in  the 
embryo  of  six  months,  on  a  level  w  ith  the  highest  point 
of  the  helix.  In  the  newly  born  it  is  but  little  lower, 
corresponding  to  the  Darwinian  tubercle.  Alter  birth 
there  is  a  comparatively  rapid  growth  of  the  upper  part 
of  the  ear,  and  a  progressive  protrusion  from  the  side  of 
t  he  head  accompanied  by  w  hat  Schw  albe  has  called  ''the 
blossoming  of  the  ear-bud" — that  is,  the  unfolding  of  the 
tightly  rolled  or  creased  system  of  cartilaginous  folds  on 
the  lateral  surface  of  the  pinna. 

The  peculiar  anomaly  described  in  the  beginning  of  my 
paper  seems  to  be  an  infantile  or  foetal  survival  easily 
explainable  as  an  arrest  of  development  at  a  compara- 
tively advanced  stage  rather  than  as  a  congenital  defect. 
We  have  to  deal  w  ith  the  invagination  of  the  ascending 
and  apical  portion  of  the  helix  under  a  fold  of  skin  w  hich 
normally  becomes  obliterated  by  the  upward  growth  of 
the  pinna.'  The  effect  of  mechanical  traction,  which 
artificially  supplies  the  lacking  growth-strain  of  the 
pinna,  shows  this  very  well.  The  imagination  or  forma- 
tion of  a  sort  of  preputial  fold  covering  the  tree  border  of 


3The  ascending  helix  corresponds  to  the  third  mandibular  tubercle  of 
His  and  a  prolongation  of  the  posterior  ear-fold,  which  coalesces  with 
the  second  tubercule,  to  the  anterior  aspect  of  the  gill  cleft.  An  anom- 
alous persistence  of  this  fold  may  explain  the  condition  under  discus- 
sion. 
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the  helix  suggests  the  Mongolian  fold,  or  epicanthus,4 
which  in  the  new-born  covers  the  inner  end  of  the  palpe- 
bral fissure  and  gradually  recedes,  being  drawn  up  as  the 
bridge  of  the  nose  develops.  The  Mongolian  fold  merely 
covers  the  inner  canthus  without  adhering  to  it  at  all, 
and  produces  the  impression  of  an  atresic  hand  or  web 
shortening  the  lid-opening,  and  connecting  the  lids. 

Schwalbe  has  shown  that  it  is  the  portion  of  the  pinna, 
above  a  line  drawn  from  the  upper  end  of  the  ear-base  to 
the  "posterior  sulcus  (incisura  anthelicis)  which  presents 
the  greatest  variations  in  the  biogenetic  progress  of  the 
race;  the  large  ears  of  some  species  representing  an  ex- 
cessive development  of  the  free  ear-fold  {Lamina  auris  of 
Gradenigo).  In  anthropoid  apes  and  in  man  this  part  of 
the  ear  is  small;  the  female  showing  a  still  higher  devel- 
opment in  a  relatively  small  upper  extremity  which 
shows  the  Darwinian  tubercle  more  rarely,  and  has  a 
more  perfect  convolution  of  the  helix;  so  that  the 
female  ear  appeal's  to  have  experienced  a  still  further 
reduction,  and  to  have  departed  from  the  animal  type 
fart  her  t  han  the  ear  of  the  male.  It  is  more  finely  mod- 
eled and  less  subject  to  variation  (Langer).  Schwalbe 
draws  a  line  from  the  upper  insertion  of  the  auricle  to  the 
posterior  sulcus,  dividing  the  external  ear  into  an  antero- 
inferior basal  region  and  a  postero-superior  apical  region. 
These  he  designates  respectively,  the  region  of  the  auric- 
ular tubercules  (ohrhiigel)  and  of  the  unattached  pinna 
(freie  ohrfalte).  Comparing  the  auricle  of  man  and 
mammals,  we  find  that  the  marked  differences  in  form 
and  size  are  essentially  dependent  on  the  degree  of  devel- 
opment of  the  unattached  pinna,  while  the  basal  region 
shows  but  little  variability,  and  mammals  show  a  much 
greater  growth  of  the  free  ear-fold.    The  ear  base  itself 


4  In  view  of  this  embryolog'eal  history  of  the  condition  ami  the  anal- 
ogy with  the  somewhat  similar  anomaly  of  the  "external"  eye,  I  liave 
designated  this  condition  as  epicanthus  of  the  auricle. 
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is  less  variable  in  man  than  is  its  distance  from  the  tip  of 
the  ear  (site  of  the  Darwinian  tubercle).  The  shortening 
of  this  line,  and  con  sequent  reduction  in  si/.e  of  the  pinna, 
which  is  characteristic  of  the  human  auricle,  leads  first, 
to  the  inrolling  of  the  tree  margin  of  the  ear,  with  the 
formation  of  the  helix  fold,  and  secondly,  to  bulging  of 
the  trunk  and  superior  cms  of  t  he  anthelix. 

The  auricle  is,  approximately,  a  conch-shaped  redupli- 
cation of  skin  and  muscle  supported  by  cartilage,  and 
having  an  unattached,  folded  border  in  which  both  sur- 
faces merge,  above,  behind  and  below.  The  greater  part 
of  its  anterior  border  is,  however,  as  we  express  it, 
"attached" — that  is,  marked  oil'  at  most  by  shallow,  ver- 
tical wrinkles  from  the  skin  of  the  temple  nnd  cheek, 
with  which  it  is  continuous.  The  upper,  posterior,  and  in- 
ferior margin  of  the  auricle  form  a  curved  line,  which  is 
perfectly  free,  so  that  we  can  go  in  between  auricle  and 
skull  to  about  half  the  width  of  the  ear.  If  the  auricle  is 
cut  oil'  (dose  to  the  head,  the  attached  surface  appears  as 
an  upright  oval,  with  its  pole  upwards.  In  an  auricle 
measuring  T-!  mm.  by  !<•  mm.  the  attached  surface  meas- 
ured 55mm.  by  25  mm.,  so  that  the  unattached  margin  lay 
IS  mm.  behind  the  posterior  attachment  while  the  upper 
end  of  the  auricle  projected  8  mm.  and  the  lower  7  mm. 
The  lower  over-hang  is  the  most  variable  in  extent.  The 
surface  modelling  of  the  auricle  is  one  of  the  most  varied 
to  be  found  in  the  human  body.  The  ascending  helix 
forming  the  upper  half  of  the  anterior  margin,  appears 
attached,  and  is  bounded  toward  the  face  only  by  slight 
wrinkles;  but  it  becomes  free  near  the  upper  end  of  the 
ear"'. 


5Schwalbe  makes  no  mention  ol  any  variation  in  this  relation 
between  t lie  new-born  and  the  adult.  It  appears  to  me  that  in  the  for- 
mer the  attachment  of  the  helix  continues  to  a  higher  point  on  the  ear 
border,  and  that  w  itli  the  growth  of  the  child  the  upper  part  of  the  ear 
tends  upward  and  away  from  this  attachment. 
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DISCISSION. 

Dr.  Dknch  : — II  is  a  very  unusual  deformity.  I  have 
never  seen  anything  like  it  nor  read  of  a  similar  thing.  I 
have  seen  one  or  two  deformities  of  the  outer  portion  of 
t  he  helix  and  an  inversion  of  the  helix,  hut  this  is  a  new 
deformity  t<>  me.  The  doctor  has  presented  the  case  in  a 
masterly  manner  and  his  suggestion  thai  it  is  due  to  an 
arrest  of  development  is  the  most  probable  explanation. 

Dr.  RANDALL: — I  have  not  seen  such  an  anomaly  and 
fend  that  the  doctor's  description  has  been  very  concise 
and  satisfactory.  Mal-apropos  of  this  I  should  like  to 
make  one  point  about  these  anomalies  which  I  have  not 
seen  elsewhere  but  have  always  felt  worth  considering; 
that  is,  that  in  the  usual  forms,  with  involution  of  tin- 
parts  such  as  we  ordinarily  see,  I  have  felt  that  it  is  our 
duty  at  the  earliest  possible  moment  to  disengage  the 
cartilaginous  portions  and  place  them  in  more  normal 
relation  with  the  expectation  that  they  will  then  grow 
and  develop  into  more  or  less  normal  ears,  whereas  if  let 
alone  they  will  always  remain  tiny  and  deformed. 
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de  Aquino.  Rev.  med.  cirurg.,  do  Brazil,  Rio  de  Jan.,  1904, 
XII,  999. 

Acute  mastoiditis  from  the  general  practitioner's  standpoint. 
Bardwin.    N.  Am.  Homoep.  N.  Y.,  1905,  LIII,  21. 

Some  remarks  on  Bezold's  mastoiditis  with  a  report  of  three 
cases.    Oppeuheimer.    Laryngoscope.  St.  Louis,  1905,  XV,  4S. 

Bezold's  variety  of  mastoid  disease,  complicating  diabetes 
mellitus.    Smith.    Am.  Med.,  Phila.,  1905,  IX,  23G. 

Case  of  radical  mastoid  operation.  Holinger.  Illinois  M.  J., 
Springfield,  1905,  VII,  107. 

Radical  mastoid  operation.  Yearsley.  Med.  Press,  and  Circ, 
London,  1905,  n.  s.,  hXXIX,  34. 

Chronic  suppurative  otitis,  repeated  external  infection;  mastoi- 
ditis; operation,  apparent  superficial  gangrene,  recovery.  Mer- 
cer.   Virginia  M.  Semi-month.,  Richmond,  19  '4-5,  IX,  SOU. 

Abces  otogenes  sans  participation  de  l'antre  mastoiidien.  Lav- 
rand.    Bull,  et  mem.  Soc.  met.  chir.  du  Nord,  Lille,  1905,  I,  9. 

Two  cases  showing  results  of  the  so-called  radical  or  Stacke- 
operatiou.    McKeruon.    Post-graduate,  N.  V.  1905,  XX,  133. 

Cases  of  mastoidectomy  with  preliminary  occlusion  of  internal 
jugular  vein.    Nicoll.    Glasgow  M.  J.,  1905,  LXIII,  191. 

Einige  heschonwingen  tlaat  aanleiding  van  een  hondcrtal  mas- 
toied-en  radikall  operaties.  Posthumus  Meyjes.  Nederl.  Tijdschr. 
v.  Ceneesk.,  Amst.,  1905,  2.  r.  KLI.  d.  1,  421. 

Medicamentos  que  pueden  curar  las  otitis  medias  agudas  supu- 
radas  propagades  al  autro  y  a  la  mastoides  sin  intervencion  op- 
eratoria.  Surie  y  Molist.  Arch.  hit.  de  riuol.  etc.,  Barcel.,  1904, 
XV,  253. 

Some  points  of  view  in  regard  to  the  time  when  to  perform  my- 
ringotomy and  the  mastoid  operation.  Amberg.  Med.  Record, 
1905,  LXVII,  573. 

Trepanation  de  la  mastoid  chez  un  uouveau-ne.  Gorges-Lau- 
rens.    Bull.  Soc.  d"Obst.  de  Paris,  1905,  VIII,  79. 

Ueber  den  bedeutigen  Stand  der  Operatioueu  am  VVarzenfort- 
satz.    Stockel.    Berlin  klin.-therap.    Wchnsch.,  1905,  215. 

Mastoiditis.  F.  \V.  Fraukhauser.  Penua.  Med.  .lour.,  Apr., 
1905. 


222 


ALPH  A  BE  TIC  AL  I N  D  EX . 


Ueber  cine  seltene  Verletzung  de  Paukenhdhle.  Scheire. 
Deutsche  mod.  Wchusch.,  1904,  XXX,  722. 

Otitis  media  der  Siiugliuge :  Bakterologische  und  ana  torn  ische 
Studien.   Preysiny.    Wiesb  ,  1904,  J.  F.  Bergmann,  <;<;  p.  Hi  pi. 

Dell'importanza  del  la  sieroagglutinazione  nella  diagnosi  pre- 
eoce  della  tuberculosi  primitiva  deH'orecchio  medio.  De  simoni. 
Gazy.  d.  osp.  Milano.,  1904,  XXV,  549. 

Sopra  un  nuovocasodi  paralisi  dell'abducente  di  origine  otitica. 
Gradenigo.  Gior.  d.  r.  Accad.  di  Died,  di  Torino.  1904.  I.  s.  X. 
270. 

Neuere  Arzneimittel  und  Methoden  zur  konservativen  Behand- 
lung  der  chrouisehen  Mittelohreiteruug ;  Sammelreferal .  Grass- 
kopff.    Internat.  Ceutralbl.  f.  Ohrenh.,  Leipz  ,  1904,  II,  376. 

Mittelohr,  Warzenfortsatz,  und  intrakranielle  Ivoinplieatiouen 
der  Otitis.  Grunei't.  Ergebn.  d.  allg.  Path.  u.  Anat.  etc.  Wiesb., 
1904,  VIII,  ;io. 

Traitement  de  l'osteite  eondensaute  a  forme  ueuralgique  de  la 
madtoidite  par  I'evidement  mastoiden.  Angieras.  Bull,  de  laryn- 
gol.,  otol.  et  rhiuol.,  Par.,  1904,  \rIl,  SS. 

Preuves  physiques  et  cliniques  de  l'existence  du  vide  dans  les 
cavites  de  l'oreille  moyenne  enflammee.   Heckel.   Arch,  internat 
de  laryngol.,  etc.,  1004,  XVII,  190. 

Ueber  Mittelohrdiptherie  ohne  Membraubildung.  Kobrak. 
Arch.  f.  Ohrenh.,  1004,  LX.ll,  11. 

Znr  Frage  iiber  die  Mittelohrdiptherie.  Levvin.  A.  Kir  O. 
Band  G3,  p  229. 

Beit  rag  zur  Kentniss  de  Knochenneubildung  im  Mittelohre  bei 
chrouisehen  Eiterungen.    Frey.    A.  fur  O.  Baud  63,  p.  12. 

Zur  Lehre  der  Ohrenerkrankungen  infolge  Kretinsmus.  Haber- 
mann.    A.  fur  O.  Band  63,  p.  100. 

Dermoidcyste  an  der  Mastoidealgegend.  Haliisz.  A.  fiir  O. 
Band  63,  p.  141. 

Eine  antiseptische  Behaudlung  der  Mittelohrseiter^ngen. 
Neumann.    Wien.  med.  Presse,  1004,  XLV,  218 1. 

The  importance  of  middle-ear  suppuration  from  the  standpoint 
of  the  general  practitioner.  Dench.  Wash.  M.  Ann.,  1001-5, 
III.  390. 

Ein  Fall  von  Nasensteinbildung  und  infolge  derselben  ent- 
standene  eitrige  Mittelohrentzundung.  Halasz.  Arch.  f.  Ohren. 
1904,  LXIII;  214. 

Das  perfuracoes  da  membrana  tympanica  e  sen  traitamenti. 
Rocha.    Brazil,  med.,  Rio  de  Jan.,  1905,  XIX,  21. 

The  ear  diseases  follow  ing  the  acute  infections  of  early  child- 
hood. Shambaugh.  Med.  Standard,  Chicago.  19)5,  XXVIII, 
01. 


ALPHABETICAL  INDEX. 


223 


Zur  operativen  Entferungder  Mittelohrraunae.  Klau.  Therap. 
Monatsch.,  Berl.,  1905,  XIX,  70. 

Radical  operation  for  the  removal  of  a  bullet  weighing  70 
grains,  embedded  in  the  internal  wall  of  the  middle  ear,  with 
decided  improvement  in  the  subjective  symptoms.  Lederman. 
Med.  Record.    lUQo,  LXXII,  374. 

The  tympanum,  an  abscess  cavity.  Collier.  Med.  Presse  and 
Circ,  London,  1905,  n.  s.,  LXXIX,  .'{17. 

L'infeetion  purulenfe  dans  I'otite  moyenne.  Hue.  Normandie 
med.,  Rouen,  1905.    XX,  137. 

Miscellaneous. 

Recent  Physical  Researches  on  the  Nature  of  Vowel-tones  in 
Regard  to  their  bearing  on  Movements  of  the  Tympanic  mem- 
brane.   Jour,  of  Laryng.,  Rhinol.  &  Otology,  July  1904. 

Brief  note  on  testing  the  hearing  with  the  higher  Tuning  Forks 
derived  from  tests  made  in  a  case  of  Removal  of  the  Necrosed 
Labyrinth  Together  with  Membranous  Cochlea.  Richard  Lake. 
Jour,  of  Laryng.,  Otol.,  and  Rhinol.,  London,  July  1904. 

Conservatism  in  Otology.  Gorham  Bacon.  Medical  News, 
N.  V.,  August  6th,  191)4. 

Color  Hearing.  H.  Chalupecky  (Prague).  Wiener  klinische 
Rundschau,  XVIII,  No.  15. 

De  la  ne'eessitee  de I'enseigneinent  obligatoire  de  Totologie  dans 
les  facultes  de  medecine.  A.  Politzer.  Presse  Medicale,  Paris, 
No.  63. 

What  should  the  General  Practitioner  Know  about  the  Ears. 
\V.  II.  Snyder.  Toledo  Medical  and  Surgical  Reporter.  Sept. 
1904. 

Aphasia  and  Agraphia.  Edw.  D.  Fisher.  Med.  Review  of 
Reviews,  N.  Y.  Aug.  25,  1904. 

Eigenartiger  Symptom-complex  nach  SchlSfenschuss  (bullet  in 
temple).    Kolpin.    Ber.  klin.  Wochensehrift.  XLT,  No.  35. 

Klinisches  zur  Fistula  auris  congenital  A.  Bing.  Wiener  klin. 
Rundschau,  XVIII,  No.  33. 

Relation  of  Laryngology,  Rhinology  and  Otology  with  other 
Arts  and  Sciences.  Felix  Simon.  British  Med.  Jour.  London, 
Sept.  24,  1904. 

Suture  of  Stab-Wonnd  of  Auricle.  O.  Kappeler.  Healing. 
Duetsche  Zeitschrift  f,  Chirurgie,  LXXII,  Nos,  1-3. 

Differential  Diagnosis  Between  Diffuse  Circumscribed  External 
Otitis  or  Furuncle  and  Acute  Mastoiditis.  James  F.  McKeruon. 
The  Post-graduate,  N.  V.,  Oct.  1904. 

Aural  Reflex  Phenomena.  J.  J.  Richardson.  Medical  Record, 
N.  V.  Oct.  22. 


I 


ALPHABETICAL  IMHA. 


Should  Deaf  People  Marry?  H.  M.  Hayward.  Medical  Times, 
N.  V.  Nov.  ll>04. 

Sonic  phases  of  hysteria  as  we  sec  it  in  the  studies  of  diseases 
of  the  eye,  car,  nose,  and  throat.  Pfingst.  Kentucky  M.  J. 
Louisville,  1904,  II,  71. 

Paraffin  as  a  cosmetic  remedy.  Ritchie.  Laryngoscope.  St. 
Louis,  1904,  XIV.  622. 

E)e  rinfluence  du  climat  mediterranean  sur  Ies  affections 
congestives  auriculaires  et  pharyngiennes.  Roques.  Reb.  hebd. 
de  laryngol,  etc  ,  1904,  II,  188. 

Ueber  die  Notwendigkeit  eines  obligatorischen  Unterrichts  in 
der  Otologie  an  der  Universitat.  Gradenigo.  [nternat.  Cen- 
tralbl.  f.  Ohrenh.    Leipz.,  1904.,  II,  453. 

Sulla  paralisi  dell'  abducente  di  origine  otitica.  Gradenigo. 
Gior.  d.  r.  Accad.  di  med.  Torino,  1904,  4.  s.  X,  361. 

Simulated  diseases  of  the  ear  and  simulated  deafness  in  soldiers 
in  general.    Stefandvosky.    Kazan  M.  .1.  1904,  IV,  140. 

Some  sequella  of  middle-ear  inflammation.  Jefferys.  China  M. 
Miss.  .1.  Shanghai,  1004,  XVIII,  128. 

Ueber  die  Verwendung  von  Paraffin  in  der  Otochirurgie. 
Holscher.  Med.  Cor.  Bl.  d.  wtirttemb.  arztl,  Ver.  Stuttg.,  1904, 
LXXIV,  o85. 

A  plea  for  more  care  and  attention  to  ear,  nose  and  throat  in 
all  acute  infectious  diseases,  with  report  of  a  single  clinical  case. 
Orr.    Interstate  M.  J.,  St.  Louis.    1004.    XL  422. 

The  present  status  of  otology  and  some  suggestions  for  its 
betterment.    Barnhill.    .1.  Am.  Med.  Assoc.    1004,  XLIf,  233. 

Maladies  de  Toreille  et  hallucinations  de  Louie.  Regis.  J.  de 
med.  de  Bordeaux.    1004,  XXXIV,  541. 

Otolithiasis.  Zhirmunski.  Prakt.  Vrach.  St.  Peterb.,  1004,  III, 
441. 

Sulle  allucinazioni  unilaterali  dell'udito.  Lugaro.  Rev.  di  pa- 
tal.  new.,  Firenzee,  1005,  IX.  228. 

Balneologie  und  Ohrenkrankheiten.  Passow.  Berliner,  kl. 
Wochenschrift.    April  3,  1005. 

Otology  and  General  Practice.  P.  McBride.  The  Practitioner, 
April,  1005,  LXXIX,  459. 

On  the  Statistics  of  Otitic  Diseases  of  the  Brain,  Meninges,  and 
Cerebral  Sinuses.  Takabatake,  tr.  A.  Knapp.  A.  of  O., 
XXXIV,  p.  32. 

Angina  and  Phlegmonous  Pharyngitis  Followed  by  Purulent 
Thombosis  of  the  Cavernous  Sinus  and  Purulent  Basilar  Men- 
ingitis. Carl  Tollens.  A.  of  O.,  XXXIII,  p.  487.  (Trans. 
A.  f.  O.,  XL1V,  p.  225.) 

Akute  Anilinvergiftung  nach  Anwenduug  eines  Lokalanaesthe- 
ticum  im  Ohre.    Sugar.    A.  fur  O.,  62  p.  248. 


ALPHABETICAL  INDEX. 


225 


Zvvei  Fiille  von  Massage  des  Steigbtigels  niit  der  Lucae'schen 
Drueksonde  mitgutem  and  andauerndem Erfolge.  Treitel.  A.  fiir 
().  63,  p.  20. 

Ueber  das  Verhalten  dcs  Augenhintergrundes  bei  Erkrankun- 
gen  des  Gehororgans.    Tenzer.    A.  Mr  O.  03,  p.  23. 

Experimentelle  Untersuchungen  zur  Kenutnis  der  Wirkuug 
des  Natrium  salicylicum  und  des  Aspirins  auf  das  Gehororgan. 
Haike.    A.  fiir  O.  63,  p.  78. 

Sur  la  necessity  de  renseignement  obligatoire  de  I'otologie  dans 
les  universities.  Gradenigo.  Arcii.  internat.  de  larj'ngol.,  etc. 
1904,  XVIII,  561. 

Ueber  Ohrenkrankung  infolge  Kretinismus.  Haber.inann. 
Verhandl.  d.  deutsch.  otol.,  Gesellscb.  Jena,  1904,  XIII,  25. 

Beitrag  zur  Casuistik  der  Otolithiasis.  Bchirnmuski.  Mo- 
riatsehr.  f.  Ohrenh.,  1904,  XXXVII,  357. 

Untersnchungen  an  den  Hilfsscbulen  fiir  Schwaschsiunige  in 
Mii nchen.  Wanner.  Verhandl.  d.  deutsch.  otol.  Gesellsch., 
Jena,  1904,  163. 

L'oreille  et  les  accidents  du  travail.  Castex.  Bull  de  laryngol., 
etc.  Paris,  1904,  VII.,  1S3. 

Tabac  et  audition.  Delie.  Bull,  de  laryngol.,  etc  .  Paris,  1904, 
VII,  202. 

De  la  migraine  otique;  son  role  dans  l'etiologie  de  l'otoselerose 
tropho-neurotique  Anu.de  inal.de  l'oreille,  etc.,  1904,  XXX, 
303. 

Nouvclle  pompe  otoiatrique.  Faraci.  Bull,  de  laryngol.,  etc, 
Paris,  1904,  VII,  250. 

Ueber  die  Simulation  von  Ohrenkrankungen.  Hammerschlag. 
Wien.  med.  Wchusch.,  1905,  LIV,  1359. 

Hygiene  of  the  car.  Jarecky.  Dietet  and  Hyg.  Gaz.,  N.  Y., 
1904,  XX,  041. 

Ueber  den  Einfluss  des  Gehororgans  auf  das'  Seelenleben  des 
Menschen.  Urban tsehitsch.  Deutsche  Rev.  Stuttg.,  1904,  XIX, 
189. 

Zur  Lokalanathesie  des  ausseren  Geliorganges  und  des  Mit- 
telobres.  von  Eicken.  Verhandl.  d.  deutsch.  otol.  Gegellsch, 
Jena,  1904,  XIII,  109. 

A  pro[)os  d'un  cas  de  suppuration  de  la  loge  parotidienne 
d'origine  otique.  Pique  and  Toubert.  Chir.  d.  alien,  Paris.  1904, 
III,  1S9. 

Retazos  de  expcritnencia  como  base  de  critero  para  la  practica 
de  la  oto-cirugia  radical.  Forns.  Rev.  espec  m&L,  Madrid,  1904, 
XII.,  405. 

Ueber  eingreifende  Ohroperationen  im  Lokalanlisthesia.  Neu- 
mann.   Wien.  klin.  Wchnsch.,  1904,  XVII.  lose. 


A  I, I'll  \  B  ETK  !AL  LNDKX. 


An  ossified  polyp  of  tin?  ear.  Pagnat.  La  presse  oto-laryn- 
gologique  Beige,  1904,  No.  6. 

[nfluence  des  modifications  de  l'etat  general  sur  k*s  oreilles  qui 
presentenl  deja  des  lesions  legeres.  Lake.  Arch,  iuternat.,  de 
laryngol.,  etc.,  Par.,  191)4,  Will,  7:i7. 

De  l'euseignemenl  de  I'otologie.  Lavrand.  J.  d.  sc.  med.  de 
Lille,  1904,  II,  481. 

The  use  and  abuse  of  I  lie  syringe  in  aural  practice.  S.  Spencer. 
St.  Louis  Courier  Med.,  1904,  XXXI,  358. 

Quelques  critiques  de  la  method  de  Bezold.  Gelle.  A rch.  in- 
ternal ,  d.  laryngol.,  etc.,  Par.,  1904,  XVIII,  833. 

Mastoid  operations:  scopal amine — morphine  narcosis.  Stein. 
Bosp.-Tid.,  Kobenh.,  1904,  4.  R.,  XII,  1065. 

Der  Einfluss  des  maritimen  Klimas  und  den  Seebader  auf  die 
Erkrankungen  des  Gehororgans.  Frey.  Wien.  med.,  Presse., 
1904,  XLI,  2400. 

Facts  and  fancies  in  Otology.  McKinney.  Memphis  M. 
Month.  1905,  XXV,  15. 

Berichl  fiber  die  in  den  Jahren  1901-3  behandelte'n  klinischen 
und  ambulatorischen  Kranken.  Iheodore.  Ztsch.  f.  Ohrenh., 
1904-5,  XLVIII,  120. 

Delle  lesioni  professional!  dell'orrechio ;  in  modo  speuiale  di 
quelle  degli  infermieri  dei  ferrovieri  e  dei  telefonisti.  Tormmasi. 
Ann.  di  laryngol.,  etc.,  Geneva.,  1904,  V,  1. 

Ueber  die  Behandlung  der  uervosen  Ohrenkrankungen.  Biirk- 
ner.    Deutsch   1.  Wchnsch.,  1905,  XXXI,  102. 

Eine  retro-aurikulare  Verhandklappe.  Ilecht.  Miinchen  med. 
VVchnsch.,  1905,  I. II.  80. 

Critical  remarks  on  the  operative  treatment  of  ear  diseases. 
Szenes.    FGlesget,  Budapest.,  1904,  :{••». 

Organized  and  systematic  research  in  otology.  Parr.  Med. 
Press,  and  Circ,  London,  1905,  n.  s.  LXXIX,  239. 

The  present  relation  of  otology  to  the  practice  of  general  medi- 
cine. Canfield.  Physiciau  and  Surgeon,  Detroit,  1905,  XXVII, 
49. 

Local  anaesthesia  in  major  and  minor  operations  on  the  ear,  as 
observed  in  Prof.  Politzer's  clinic  in  Vienna.  Marquis.  .T.  Am. 
M.  Assoc.,  PJ05,  XLIV,  1275. 

Lai-.  Eye  and  Throat  Sequel lae  in  Diphtheria.  L.  D.  Brose. 
Lancet-Clinic,  Ohio.    May  20,  19(15. 

Thoughts  as  to  the  cause  and  cure  of  catarrhal  deafness. 
Lautenbach.    Penna.  Med.  Jour.  April,  1905. 


ALPHABETICAL  INDEX. 


227 


Neoplasm. 

Epithelioma  <lu  pavilion  de  Poreille  etendu  aux  teguments  des 
regions  ciruonvoisines.  Moreston.-  Bull,  de  laryngol.,  otol., 
etc.  Paris,  1905,  N  il,  117. 

A  ease  of  cancer  of  the  aural  cavity.  II.  Hiiltl.  Orvosi  hetil., 
Budapest,  1904,  XIA'III,  261. 

EinGliomdes  Akustiluis.    Pause.    Arch.  f.  O.  1904,  I. XI,  25 

Three  Cases  of  Tumor  of  the  Ear.  Gerher.  A.  of  O.  XXXIII, 
p.  IS2.    (trans.  Z.  fur  O.  XLV.  No.  1.) 

Casuistische  Mitteilungen,    Szeues,    A.  fur  0.  64,  p.  1. 

Ein  Fall  von  AcusticuStumor.  Alexander.  Arb.  a.  d.  neurol. 
lust.    Wien,  l'.)04,  XI,  385. 

Fibroma  of  mastoid,  auricle,  and  auditory  canal.  Pooley. 
N.  V.  M.  .1.,  1904,  I. XXX,  1024. 

Melanosarcome  alvfiolaire  giganto-cellulaire  de  I'oreille.  Szenes. 
Uull.  de  laryngol.,  etc.,  Par.,  1904,  VII,  220. 

Notes  on  Neoplasm  of  the  ear.  Randall.  Tr.  Am.  Otol.  Soc, 
1905,  VIII.  452. 

Sur  les  kystes  de  la  membrane  du  tympan.  Haug.  Arch, 
internat.  d  •  laryngol.,  Par.,  1904,  XVIII,  791. 

Die  Exostoseu  und  Hyperostosen  im  Gehofgange  und  die 
Osteome  in  den  Operationshohlen  des  Schlafenbeins.  Korner 
Ztsch.,  f.  Ohrenh.  1904,  XIATII,  100. 

Epithelioma  auriculaire.  Szenes.  Arch.  f.  Ohrenh.,  11)01.  O. 
I. XIV.  :i. 

Osteoma  liberum  meatus  auditorii  cxterni  dextri.  Szenes. 
Ibid.  7. 

A  ease  of  epithelioma  of  the  external  auditory  canal,  tympanic 
cavity  and  mastoid.    Collins.    Brooklyn,  M.  J.,  1905,  XIX,  153. 

Epithelioma  de  I'oreille  par  propagation  de  voisinage;  ablation 
eu  bloc  de  la  tumeur  et  du  territoire  lymphatique  infecte*.  Man- 
elaire.    Bull,  et  mem.  Soc.  anat.  de.  Paris,  1904,  LXX1X,  862. 

Nose  and  Throat. 

Suppurative  Disease  of  the  Accessory  Nasal  Cavities.  W.  B. 
Shields.    I  nterstatc  Medical  Journ.    St.  Louis.    .Inly  1904. 

A  Simple  Method  of  Lifting  Sunken-in  Nostrils.  S.  Kofmann. 
Centralblatt.  f.  chirurgie,  Leipsic.    XXXI,  No.  21. 

Nose  and  Ear  Cases.  .1.  Hotlinger.  Chicago  Medical  Record. 
July  1904. 

The  Subcutaneous  Injection  of  Paraffin,  More  Particularly  for 
the  Correction  of  Nasal  Deformities.  James  T.  Campbell. 
Illinois  Med.  Jour.    Springfield.    Sept.  1904. 


228 


ALPHABETICAL  INDEX. 


Diseases  of  the  Ear,  Nose  and  Throat,  of  School  Children.  E. 
B.  Gleasou.    Medical  Bulletin,  Philada.,  Oct.  1904. 

Plastic  Operations  for  Resection  of  the  Nasal  Septum  and  Ex- 
cision of  tin;  Septal  Spurs.  A  review,  Geo.  H.  Powers,  Jr. 
Boston  Med.  and  Surg,  Jour.    Nov.  10. 

Two  and  a  Half  Years'  Expirie  Ci  of  the  Subcutaneous  [ujcc- 
tion  of  Hard  Paraffin  for  tin;  Removal  of  Deformities  of  the 
Nose.    J.  Walker  Dowuie.    British  Medical  Jour.,  Nov.  1901. 

Chronic  Nasal  Catarrh.  A  Simple  and  Effective  Treatment. 
G.  A.  Gilbert.    Jour.  Kansas  Med.  Soc.    Topeka.    June  1904. 

Communication  sommaire  sur  le  syndrome  qui  resulte  de  l'ex- 
istence  de  symphyses  salpingo-pharyngienues  et  sur  un  nouveau 
traitement,  efficace  des  surdites  progressives,  de  certains  vertiges, 
des  adenites  laterales  du  cou,  etc.  Royet.  Lyon  Med.,  1904, 
(II,  112!). 

The  syphilitic  nose  and  throat.  Grayson.  Penn.  Med.  J. 
Pittsburg,  1904,  VII,  514. 

What  constitutes  proper  nasal  treatment  in  chronic  ear 
diseases?  Donovan.    Laryngoscope,  1904,  XIV,  927. 

Ueber  die  Lokalisation  der  Stirnhoblendiirchbriiche  mit  spe- 
zieller  Rucksicht  auf  die  Usur  der  Vorderwand.  Arellis.  Ztsch. 
•f.  Ohrenh.,  1904,5,  XL VIII.  109. 

A  study  of  the  fatal  results  of  operations  upon  the  nose  and 
throat.  Packard.  Tr.  Am.  Laryngol.,  Assoc.,  N.  Y.  1904, 
XXVI,  188. 

0.  M.  C.  A. 

Acute  Otitis  Media.  .1.  1*.  Blunk.  Journal  of  the  Kansas 
Medical  Soc.    Topeka.    dune  1904. 

Unilateral  Hyperesthesia  of  the  Tongue  as  a  Concomitant  of 
Acute  Otitis  Media.  Lennox  Wainwright.  The  Laryngoscope, 
July  1904. 

Ear-ache.  F.  L.  Stillman.  Columbus  Medical  Journal.  July 
1904. 

The  Treatment  of  Acute  Middle  Ear  Disease.  John  A.  Dono- 
van.   Medical  News.    Sept.  17,  1904. 

Otitis  Media.  J.  B.  Follmer.  Penn.  Med.  Jour.  Pittsburg, 
Sept.  1904. 

Ear-ache.  G.  Hudson  Makuen.  Penn.  Med.  Jour.,  Pittsburgh, 
Sept.  1904. 

The  Etiology  and  Diagnosis  of  Acute  Non-suppurative  Otitis 
Media.    Win.  ('.  Bane.    The  Laryngoscope,  Oct.  1904. 

The  Treatment  of  A  ute  Non-suppurative  Otitis  Media.  Edwin 
Pynchon.    The  Laryngoscope.    Oct.  1904. 


ALPHABETICAL  INDEX. 


._>._><) 


Acute  Otitis  in  Children.  A  study  of  51  Operative  Cases  in 
Private  Practice.  Charles  G.  Kerley.  Archives  of  Pediatics, 
N.  V.    Oct.  1!)04. 

Rapport  sur  le  traitetnent  des  otites  moyetines  aigues. 
Lemoycz,  Lubert,  Basbon  &  Moure.  Ann.  d.  mal.  de  l'oteille, 
du  larynx,  etc.,  Par.,  100-1,  XXX,  412. 

Ueber  den  ungeblich  zyklischen  Verlauf  der  akuteo  Pauken- 
hohlcnentziindung.  Korner.  Ztschr.  f.  Ohrenh  ,  1904,  XT, VI, 
3G9. 

Traitement  des  otites  moyennes  aigues.  Lermoyez.  Prcsse 
med  ,  Par.,  '.901,  I,  284. 

A  demand  for  early  and  free  incision  in  acute  otitis  media. 
Thompson.    M.  Gaz.  Fort  Worth,  1904,  [V,  103. 

Die  Bedeutuug  der  aktuelleu  Frage  ttber  die  Behaudlung  der 
Otitis  media  acuta  fur  den  praktisehen  Arzt.  Heermann. 
Samml.  zwangl.  Abhandl.  a.  d.  Geb.  d.  Nasen.  Ohren,  Mund  u. 
Ilalskr..  Halle,  1904.    VIII,  2,  1. 

Unilateral  hyperaesthesia  of  the  tongue  as  a  concomitant  of 
acute  otitis  media.    Wainwright.    Laryngoscope,  1905,  XIV,  542. 

Otitis  Media  in  Children.    A.  Jaeobi.    A.  fur  O.,  63,  p.  90. 

On  Otitic  Pyaemia.  Richard  Freytag.  A.  of  O.  XXXIII,  p. 
495.    (Trans.  Z.  far  O.  XLV,  p.  127.) 

Earache,  or  cases  of  early  involvement  of  the  middle  ear,  usu- 
ally neglected.  Emerson.  Boston  Med.  and  Surg.  Jour.  1904, 
CM,  352. 

Ueber  akute  Mittelohrentzuuduug  und  deren  Behaudlung.  Ko- 
•    bel.    Med.   Cor. -lil.   d.    wurtemb.    arztl.    Ver.    Stuttg.,  1904, 
LXXIV,  749. 

Acute  otitis  media;  the  necessity  of  an  early  diagnosis  and 
treatment.  Boyd.  Texan  Cour.-Rec.  Med  ,  Fort  Worth,  1904, 
XXII,  No.  2,  1. 

Les  otites  de  la  rougeale.  Le  Marc'hadour  and  Bruder.  Ann. 
de  med.  et  chir.  inf.  Paris,  1904,  XIII,  002. 

Earache  in  Children.  Pelton.  Tr.  Arkansas  M.  Soc,  1904, 
Little  Pock,  XXVIII,  100. 

Acute  infantile  middle-ear  inflammation.  Nance.  Illinois  M. 
J.  Springfield..  1904,  VI.,  540. 

Manifestations  hysteriques  an  cours  d'unc  otite  moyenne  aigue. 
Szenes.    Bull.  de.  laryngol.,  etc.,  Paris,  1904,  VII,  242. 

Les  algies  hysteriques  de  la  mastoide  en  chiruigie  auriculaire. 
Bouyes  tils.    Ibid.  242. 

The  treatment  of  acute  otitis  media  with  10  percent,  carbolic- 
acid  glycerin.  Hartmann.  Deutsch.  med.  Wochenschr.  No.  17, 
1904. 

The  treatment  of  acute  otitis  media.  Lermoyez,  Lubet-Barbon- 
Moure.    La  presse  medicale,  1904,  p.  2S4. 


ALPHABETICAL  INDEX. 


Du  lavage  de  la  caisse  dans  I'otite  moye  ■  aigue.  Leon.  Arch. 

med  d' Angers,  1904,  VIII,  728. 

Acute  catarrhal  otitis  media.  McClelland.  Brooklyn  M.  J., 
1904,  Will,  444. 

Prophylaxis  of  otitis  in  scarlet  fever  and  other  acute  infecl  io  us 
diseases.    Rodliug.    Hygiea,  Stockholm,  1904,  2  f.,  IV,  193. 

Ueber  den  Zeitpunkt  der  Paraceutese-Ausfuhrung  bei  der 
acuten  Mittelohreiterung.  Sato.  Dai  Nippon  Ji-Bi-In-Ko-Kna- 
Knai.    Knai  Ho,  Tokyo,  1904,  X,  lift.  4,  7. 

The  management  of  acute  middle  ear  inflammation  of  children. 
Evans.    Louisville  Month.  J.  M.  and  S.,  1904-5,  XI,  389. 

Sur  deux  cas  d'otite  moyenne  aigue.  Vaquier.  Arch,  internat. 
d.  laryngol.,  etc.,  Par..  1905,  XIX,  517. 

-  Treatment  of  acute  otitis  media  in  childhood.  Fridenberg. 
American  Journal  of  .Surgery,  N.  V.,  May,  1905. 

M.  C.  C. 

Myringotomiya  kah  sredsl  \  o  untchshainshtchee  slukh  pri  chron 
otitis  media.  Stephanovski.  Vratschebnaya  Gazeta,  St  .  Peters- 
burg, LX.  Nos.  3-4. 

The  Diagnosis  and  Differentiation  of  Chronic  Non-Suppurative 
Otitis  Media.    Win.  L.  Ballenger.    The  Laryngoscope,  Oct.  1904. 

The  Treatment  of  Chronic  Non-Suppurative  Otitis.  M.  A. 
Goldstein.    The  Laryngoscope,  Oct.  1904.    XIV,  (175. 

Discussion  on  the  Treatment  of  Non-Suppurative  Disease  of  the 
Middle  Ear.  Urban  Pritchard,  Thomas  Barr,  and  others. 
British  Med.  Jour.  Nov.  1904. 

Local  Treatment  of  Some  Forms  of  Non-suppurative  Catarrh  of 
the  Middle  Ear  by  Compressed  Air  and  Nebulizer.  Adolph 
Bronner.    British  Med.  Jour.  London,  Nov.  1904. 

A  new  method  of  treatment  of  chronic  middle  ear  disease. 
Sugar.    Orvosi  hetil.,  Budapest.    1904.    XLVIII,  414. 

The  use  of  Myelocene  in  catarrhal  deafness.  Weidler.  Penna 
M.  .J.,  Pittsburg,  1904,  VII,  539. 

Des  catheterismes  d'air  ehaud  daus  le  traitement  de  la  surdite. 
Bernond.    Lyon  med.,  1904,  (  III,  217. 

Electricity  in  the  treatment  of  chronic  deafness.  Goodell. 
J.  Advance  Therap,  N.  V.    1904,  XXII,  389. 

Die  Ankylose  des  Hammer-Amboss-Gelenkes.  Frey.  Arch.  f. 
Ohrenh.,  1904.,  LXI,  234. 

Das  suppuragons  chronicas  na  attica  na  infancia.  Kocba. 
Brazil-med.,  Rio  de  Jan.,  1904,  LCI,  145. 

Osteomyeletis  de  iiusseren  Gehorknochelchen  bei  chronischen 


ALPHABETICAL  INDEX. 


23] 


trockeneu  PaukenhShlenprocess  (Lues  hereditaria  tarda.)  Stein. 
Arch.  f.  Ohrenh.,  1904,  LXr,  169. 

The  hot-water  douche  in  treatment  of  chronic  catarrhal  deaf- 
ness.   Head.    .J.  Am.  M.  Ass.  1904.  XLII,  1405. 

The  present  status  of  the  treatment  for  deafness  due  to  ca- 
tarrhal otitis  media.  Kerrison.  J.  Am.  Med.  Assoc.,  1904,  XMI, 
1400. 

A  propos  de  Pemploi  du  collodion  dans  les  relachements  du 
tympan.   Chavanne.    Presse  oto-laryngol.  beige,  1904,  111,416. 

De  la  dilation  de  la  trompc  d'Eustache  duns  le' traitement  des 
otites  moyennes  seches:  instrumentation.  Moure.  Bull,  de 
laryngol.,  etc.,  Paris,  XII,  250. 

Zwei  Fiille  von  Massage  des  Steighiigcls  mit  der  Lucae'schen 
Drucksonde  mit  gutem  und  andauernden  Erfolge.  Treitel. 
Arch.  f.  Ohrenh.,  Leipz.,  191)4,  LXIf,  20. 

Electrolysis  of  the  Eustachian  Tube.  Harris.  Tr.  Am.  Otol. 
Soc,  1904,'  VIII,  406. 

Chronic  hyperthrophy  of  the  facial  tonsils;  chronic  catarrh  of 
the  middle  ear  said  to  be  caused  by  traumatism.  Gleason.  Med. 
Hull.,  Phila.,  1905,  XXVII,  45. 

Zur  Frage  der  Vererhlichkeit,  des  Otosklerose.  Hammerschlag. 
Wien  kliu .  Rundschau,  1905,  XIX,  5. 

Diflerentes  sortes  d'otites  sclereuses.  Marage.  C'oinpt.  rendu 
Acad.  d.  sc.,  Far.,  1905,  CXL,  603. 

M.  P.  A. 

The  Value  of  Early  Incision  of  the  Men) bra na  Tympani  in  the 
Treatment  of  Acute  Suppuration  of  the  Middle  Ear.  Francis  R. 
Packard.    Medical  News,  Sept.  17,  1904. 

Acute  Purulent  Otitis  Media.  Some  suggestions  as  to  it< 
Therapeutic  Management  and  the  Prevention  of  its  Complications. 
Frederick  T.  Clark.    Albany  Medical  Annals.    Sept.  1904. 

Purulent  Otitis  Media  complicating  Typhoid  Fever.  E.  W.  Day 
and  Chevalier  Jackson.    The  Laryngoscope,  St.  Louis.    Oct.  1904. 

Die  nicht  operative  Behaudlung  der  Ohrentziindungen.  Pause. 
Miinchr.  med.  Wchnschr.,  1904.  PI,  1202.  Med.  Weekbl.  Amster- 
dam 1904,  XI,  369. 

Importance  of  Early  Recognition  of  Suppurative  Middle  Ear 
Disease.    A.  <;.  Bryant,  N.  Y.    Medical  Record,  May  13,  1905. 

A  Few  Remarks  on  the  Proper  Cleansing  of  a  Running  Ear. 
II.  A.  Alderton.    Medical  News,  May  20,  1905.    Vol.  86,  20. 

Ein  Fall  von  Nasensteinbildung  und  infolge  derselben  entstan- 
dene  eitrige  Mittlohrenztindung.  EJalasz.  A.  fiir  O.  Band  63. 
p.  214.    Fuleszet,  Budapest,  1904,  22. 


232 


ALPHABETICAL  INDEX. 


Otite  moyenne  aigue  grippale  ehez  l'adulte;  pas  de  perforation 
spontanee  ou  provoqu6e  du  Cympan ;  exanien  (hi  pus  par  la  trompe 
d'Eustache;  gin'rison  rapide  de  1'otite  accidents  de  voisinage. 
Didsbury.    Rev.  hebd.  de  laryngol.,  etc  ,  Paris,  1004,  II,  496. 

Aetiologie  und  Pathogenese  des  Empyema  im  Verlaufe  der 
akuten  Mittelohreiterung.  Scheibe.  Ztsch.  f.  Ohren.  loot, 
XL VIII,  I. 

Acute  otitis  in  children;  a  study  of  fifty-one  operative  cases  in 
private  practice.    Kerley.    Arch.  Pcdiat  ,  X.  V.  XXI,  743. 

Argyrol  in  acute  otitis  media.  Culbertson.  Lancet-Clinic, 
.  Cincin.,  1005,  n.  s.  LIV,  105. 

Acute  and  chronic  middle-ear  suppuration  with  special  reference 
to  treatment.   Cott.    Buffalo  fifed.  J.,  1904-6.  n.  s.  X LIV.  572. 

Conservative  treatment  of  protracted  cases  of  acute  otitis  media 
purulenta  with  its  complications.  Wiener.  Med.  Record,  N.  Y., 
1!)05,  LXVII,  534. 

The  operative  treatment  of  diseases  of  the  ear  in  childhood. 
Dench.    Ar.  of  Otol.,  1905,  XXXIV,  102. 

Advantages  of  prompt  surgical  interference  in  acute  otitis 
media.    Opdyke.    Post-Graduate,  N.  Y.,  1905,  XX,  275. 

0.  M.  P.  C.  . 

Ueber  radicale  Behandlung  des  chronischen  eitrigen  Mittelohr- 
katarrhs.  Kishi.  Mitt.  d.  noed.  J.  Cesellsch.  zu  Tokyo,  1!»04, 
XVIII,  1003. 

Report  of  a  Case  of  Chronic  Purulent  Otitis  Media  with  Throm- 
bosis of  the  Lateral  Sinus ;  Radical  Operation;  Excision  of  the 
Intern  Jugular  Vein;  Recovery.  Edward  B.  Dench.  Annals 
of  Otology,  Rhinol.  and  Laryngol.,  Mar.  1004. 

Das  suppuracones  chronujas  das  attica  na  infancia,  L.  Rocha. 
Braziel  Medico.  Rio  de  Janerio.    XVIII,  No.  9. 

The  Cure  of  Chronic  Discharging  Ears.  J.  F.  Barnhill.  Med. 
and  Surg.  Monitor,  Indianapolis,  Oct.  Nov.,  1904. 

II  Tachiolo  nella  otite  media  purulenta  cronica  (silver  fluorid). 
De  Simoni.    Gazzetta  degli  Ospedali,  Milan,  XXV,  No.  1192. 

Bacilli  simultubercolari  nel  secreto  delle  otiti  medie  purulente 
croniche.  De  Simoni.  Riforma  med.,  Palermo.  Neapoli,  1904, 
XX,  485. 

Eine-  seltene  Form  von  otogenem  Senkungsabszess.  Schulze. 
Arch.  f.  Ohreuh.,  1904,  LXI,  25G. 

Influence  de  la  cure  des  otites  suppurees  sur  certaines  aftections 
mentales  concomitantes.  Toubert.  Ann.  d.  mal  de  l'oreilles,  du 
larynx.,  Par.,  1904,  XXX,  469. 

Quelques  cas  des  complications  de  1'otite  moyenne  chronique 


ALPHABETICAL  INDEX. 


2m 


purulente.  Van  den  Wildenberg.  Ann.  Soc.  de  med.  d  Anvers., 
1904,  LXVI,  69.  ,  . 

La  solutione  eterea  di  jodoformio  uella  otite  media  purulenta 
cronica.    De  Cigna.    Gazz.  d.  osp.,  Milano,  1904,  XXV,  869 

Eitrige  Mittelohrentzundung  mit  Metastases  Torek.  N.  Y. 
Med.  Monthly,  1904,  XVI,  257. 

The  silico-fluorides  in  otorrhoea.     White.     Lancet,  London, 

1904,  II,  110.  _  . 

Ossiculectomy  for  chronic  otorrhoea.    Stein.    Illinois  M.  Bull., 

Chicago,  1904,  IV,  335.  . 

Need  of  a  more  accurate  knowledge  in  the  diagnosis  and  treat- 
ment of  chronic  suppurative  otitis  media.  MacCaw.  Med.  *ews, 
N.  Y.,  1904,  LXXXV,  398. 

Chronic  discharges  from  the  ear  and  their  treatment.  Years- 
ley.    Med.  Times  and  Hosp.  Gaz.,  London,  1904,  XXXll,  291. 

Treatment  of  Chronic  Suppurative  Otitis  Media.    J.  G.  Hui- 
zinga.    American  Mediciue,  Phila.    Oct.  1,  1904. 

Conservative  Treatment  of  Chronic  Middle  Ear  Suppuratmn. 
F  R  Packard.    Medical  Fortnightly,  St.  Louis,  May  10,  1905. 

The  Radical  Operation  in  Chronic  Middle-Ear  Suppuration. 
Edw.  Bradford  Dench.    A.  of  O.  Vol.  XXXIV,  p.  15. 

A  Case  of  chronic  Purulent  Otitis  with  Cholesteatoma  and 
Numerous  Endocranial  Complications  -  Operation  -  Recovery. 
With  Remarks  upon  the  Diagnostic  Value  of  Lumbar-Puncture. 
Arnold  Knapp.    A.  of  O.    XXX1IL  p.  477. 

Leber  circumscripta  Leptomeningitis  mit  spiralen  Symptomen 
u.  fiber  Paralyse  des  N.  abducens  otitischen  Ursprungs.  Graden- 
i<ro.    A.fiirO.    Band  62  p.  255. 

Sul  contento  di  plasmacellule  nei  polipi  auricolari.  Sacerdoce. 
Gior.  d.  r.  Acad,  di  med.  di  Torino,  1904,  4.  S.,  X,  462. 

Some  points  in  suppurative  otitis  media.    Moore.    Am.  Med. 
Phila.,  1904,  XIII,  537.  . 
Granuloma  of  the  tympanum.    Roosa.    Post-Graduate,  N.  Y  ., 

19Die  Foteekrankheiten  der  acuten  und  chronischen  Mittelohre.it- 
zundungen  und  ihre  Operational*.  Passow.  Deutsch  Klimk., 
Berlin,  Wien,  1904,  VIII,  1025. 

M.  P.  C.  C. 

Ueher  das  Wesen  und  die  Behandlung  der  ehronischen-Mitte- 
lohreitung.    Heine.    Therap.  d.  Gegenw.,  Berl,  1904,  XLV., 

45/ur  Entstchung  der  Eiterung  im  Reccssus  hypotympanicus. 
Kretschmann.   Arch.  fur  Ohr.,  1904.  LXIII,  74. 


ALPHABETICAL  INDKN. 


Sur  les  complications  parotidiennes  des  otites  et  le  traitement 
ilcs  otorrhees  chroniques.    Picque.   Chir.  d.  alien.,  Par.,  111,104. 

A  case  of  curiously  localized  hone  suppuration  after  chronic 
inflammation  of  the  middle  ear.  Reisy.  Gyoyaszat.,  Budapest., 
1904,  XLIV,  664. 

Quelques  considerations  sur  le  traitement  des  otites  moyennes 
chroniques  fongueuses.  L.  G.  Roy.  Rev.  mid.  Paris,  1904,  XIII, 
702. 

L'operation  radicale  dans  la  suppuration  chronique  de  l'oreille 
moyenne.  Dench.  Rev.  hebd.  de  Lar.,  XIVr,  044.  Hull,  de 
laryngol.,  etc.,  Paris,  1004,  VII,  180. 

Contribucion  al  estudio  de  la  degeneracion  fuchsinofila  en  los 
polipos  de  ordo.  Marco  del  Rout.  Ann.  de  Circ.  tried.,  argent., 
Buenos  Aires,  1!>04,  XXVI,  521. 

The  prolonged  treatment  of  chronic  suppurative  middle  ear  dis- 
ease in  its  relation  to  radical  operation.  Blake.  Tr.  Am.  Otol. 
Soc,  1904,  XIII,  475. 

Chronic  suppuration  of  the  middle  ear.  Cunningham.  South. 
M.  and  S.  J.,  Chattanooga,  1904,  II,  223. 

Otorrhee  ancienne  double;  reliquat  de  vegetations  adenoides; 
persistance  de  1'otorrhe.e  malgre  tin  long  traitement  otologique; 
curetage  du  pharynx;  guerison  de  ['otorrhea.  Didsbury.  Arch, 
intermit,  de  laryngol.,  etc.,  Par.,  1904,  XVIII,  926. 

The  tympano-mastoid  operation  in  chronic  suppurative  otitis 
media.    Andrews.    Laryngoscope,  St.  Louis,  1904,  X IV,  044. 

On  the  restoration  of  bearing  after  the  removal  of  the  drum 
and  ossicles  by  a  modification  of  the  radical  mastoid  operation 
for  suppurative  ear  disease.  Heath.  Lancet,  London,  1904,  II, 
1767. 

Die  Gehorknochelchen-Extraktioneu  in  der  Ohrenklinik  der 
Charite  in  den  letzten  zwei  Jahren.  Larye.  Ueutsrh.  med. 
Wcbnsch.,  1904,  XXX,  1866. 

Treatment  of  chronic  middle-ear  suppuration.  Austin.  J. 
Royal  Army  Med.  Corps.,  London,  1905,  IV,  168. 

Chronic  suppurative  otitis  media:  the  necessity  of  early  sys- 
tematic and  energetic  treatment.  Smurthwaite.  British  Med. 
Jour.,  1905,  I,  180. 

Fall  von  chroniseher  Mittelohreiterung  mit  Polypen.  Bruck, 
Deutseh.  med.  Wchnsch.,  1905,  XXXI,  244. 

Otorrhee  compliquee  fistulisee  dans  le  sillon  retromaxillaire. 
Jacques.  Bull,  de  Laryng.  1004,  VII,  No.  86.  Rev.  hebd.  de 
laryngol.,  etc,.  Par.,  1905,  I.  106. 

Experiences  with  the  so-called  radical  operations  in  chronic 
suppurative  otitis  media.  Dahlgren.  Heigea,  Stockholm,  1905. 
2.  f.,  v.  121. 


ALPHABETICAL  INDEX. 


A  short  paper  (founded  upon  an  experience  of  10 1  operations) 
tin  the  restoration  of  hearing  after  the  removal  of  the  drum  and 
ossicles  by  a  modification  of  the  radical  mastoid  operation  for 
suppurative  ear  disease.  Heath.  J.  Laryngol.,  London,  1905, 
XX,  SO. 

The  operative  treatment  of  chronic  suppurative  Otitis.  Duel. 
N.  V.  M.  J.,  etc.,  1905,  LXXXI,  677. 

Aural  discharges.  Robertson.  Australasian  M.  Gaz.,  Sydney, 
1005,  XXIV,  50. 

Operation. 

Remarks  on  the  History  of  the  .Mastoid  and  Radical  Operation 
on  the  Middle  Ear,  with  Demonstration  of  Anatomic  Specimens. 
Emil  Amberg.  .lour,  of  the  Michigan  State  Med.  Soc,  Detroit, 
Dec.  1004. 

Surgery  of  Posterior  Cranial  Fossa.  F.  Alt.  Wiener  kliu. 
Wochensc,  XVII.  No.  IS. 

Ueber  eingreifende  Ohr  —  Operationen  in  lokal  Anasthesie. 
II.  New  maim.    Wiener  kliu.  Wochensc,  Vienna,  XVII,  No.  ;iS. 

Some  of  the  difficulties  to  be  overcome  in  the  radical  mastoid 
operation  for  the  cure  of  chronic  purulent  otorrhoea.  Allport. 
Chicago.    Med.  Recorder,  1905,  XXVI,  310. 

Complete  removal  of  the  concha  of  the  ear  on  account  of  epi- 
thelioma.   Zsigmond.    Fiilesyet,  Budapest;  1904,  17. 

Notes  on  Recent  Progress  in  the  surgery  of  the  Ear  and  Brain. 
A.  Barkan.  Calif.  State  Med.  Jour,  of  Medicine.  San  Francisco. 
May  1905. 

Changes  in  Walls  in  Suppurations  in  Bone  cavities.  Gerber. 
Deutsche  Med.  Wochensc.    XXXI,  No.  14,  April  0,  1905. 

The  Operative  Treatment  of  Diseases  of  the  Ear  in  Childhood. 
E.  B.  Dench.    A.  of  O.    63,  p.  102. 

The  Operative  Ausraumuug  des  Bulbus  Jugularis.  Prof.  K. 
Grunert.    A.  fur  O.,  Band  63,  p.  174. 

Ueber  Aufmesselung  des  Warzenfortsatzes  und  Eioffrung  des 
Antrums  mit  folgender  Gehorgangsplastik.  Winckler.  Ver- 
handl.  d.  deutsch.  otol.  Gescllsch.    Jena,  1904,  XIII,  133. 

Plastic  operations  for  the  closure  of  the  post-aural  openings 
following  radical  and  mastoid  operations.  Dench.  J.  Am.  Med. 
Assoc.,  1905,  XLIII,  1007. 

Miringotomia;  su  tecnica  e  indicaciones.  Berini.  Rev.  de 
med.  &  cirug.,  Barcel.,  1904,  XVIII,  537. 


236 


ALPHABETICAL  INDEX. 


Pathology. 

The  Pathologic  and  Pathologieo-Anatomic  Investigation  of  the 
Diseased  Middle  Ear  During  the  Last  Decade  and  the  Change 
in  our  Views  of  its  Therapy  Caused  Thereby.  .J.  Gruenert.  An- 
nuls of  Otology,  St.  Louie,  June,  19°4. 

Zur  Pathologie  und  pathologischen  Anatomic  der  kongenitalen 
Taubheit.    Alexander.    Arch.  f.  Ohrenh.,  1904,  LXr,  183. 

The  Pathology  of  the  Infant's  Ear  Underlying  Aural  and  Gen- 
eral Disease.  J.  A.  Kenefick.  Arch,  of  Otology,  April,  1905, 
XXXIV,  84. 

Beitrag  zur  Pathologie  des  inneren  Ohres.  Zeroni.  Arch.  f. 
Ohrenh.,  G3,  174. 

Sektionsbefund  eines  Falles  von  einseitiger  angeborener  Atresie 
des  Gehorganges  and  rudiment arer  Muschel.  Bezold.  Ztsch.  f . 
Ohrenh.,  1904,  KLVUI,  17r>. 

Die  Pathologische  Bedeutung  autoptisch  nachweisbarer  Mitte- 
lohrexsudate.  Goerke.  Verhandl.  d.  deutscn.  otol.  Gesellseh. 
Jena,  1904,  XIII,  101. 

Demonstration  zur  Lehre  vom  primaren  Enditheliom  des  Mitte- 
lohres  bezw.  des  Felsenbeines.    Manasse.  Idem. 

Congenital  absence  of  the  left  ear  with  facial  paralysis.  Harris. 
Brit.  J.  Children's  Dis.,  London,  1904,  I,  502.' 

Rudimentar  entwickelte  missbildete  Ohrmuschel  mit  congeni- 
taler  einseitiger  Facialislanraung  infolge  Hypoplasie  des  Nerven. 
Neueuborn.    Arch.  f.  Ohrenh  ,  1904,  LXIII,  111. 

Quelque  remarques  sur  l'otosclerose  a  propos  d'un  eas  d'autop- 
sie.    Wuller.    Bull.  de.  laryngol.,  etc.,  Par.,  1H04,  VII,  179. 

Experimental  studies  in  changes  in  the  ear  after  poisoning  with 
salicylic  of  soda.    Blau.    A.  f.  O.,  LXI,  p.  220. 

On  disturbances  of  hearing  in  children  aud  their  relation  to  the 
physical  and  intellectual  development  of  the  child.  Hammer- 
schlag.    Wiener  tned.  Presse  No.  14  aud  15,  1904. 

Mastoidite  et  sinusite  disparies  a  la  suite  de  poussees  articu- 
laires.  Chauveau.  Arch,  intermit,  de  laryngol.,  etc.,  Par.,  1904, 
XVIII,  823. 

I.es  lesions  du  canal  carotidieu  et  les  hemorrhagies  de  la 
carotide  interne  dans  les  caries  du  rocher.  Jourdin.  Ann.  de 
mal.  de  l'oreille,  etc.,  Par.,  1904,  XXX,  pt.  2,  466. 

Bakterienbefundeirn  Mittejohreiter.  Mflller.  Ztsch.  f. Ohrenh., 
1905,  XLIX,  137. 

Physiology. 

L'aeoumetrie;  etat  actuel  de  la  question.  Delsaux.  Soc.  roy. 
d.  sc.  med.  et  nat.  de  Brux.  Bull.,  1904,  LXII,  101. 


ALPHABETICAL  (NDEX. 


237 


Ueber  Storungen  des  musikalischen  und  Sprachgehors.  Treitel. 
Deutsche med.  Wchsch.,  1904,  XXX,  L134. 

Simplified  method  of  quantitative  estimation  of  audition  by 
the  Kamestone.  Voyachek.  Voyenno  med.  J.  St.  Petersb., 
15)04,  I,  575. 

Bcstimmung  der  Gehorscbarfe  in  Mikrouiillimetern.  Struykeu. 
Ztsch.  f.  Ohren.  1904,  XI. VI,  37S. 

Berichtigung  zu  der  Arbeit  von  Struyken;  "Bestimmung  der 
Gehorschlirfe  in  Mikroniillimetem."  Ostmanu.  Ztsch'.  f.  Ohreuh., 
190,,  XI. VIII,  277. 

Die  Stimmgabel  als  Tonquelle  in  tier  Otologie  und  Physiologic 
Quix.    Ztsch.  f.  Ohrenh.  VVirsb.,  1904,  XLVII,  :S2;s. 

Ueber  Ohrgersiusche  mit  dem  Vorschlag  einer  sorgfaltigeren 
musikalischen  Notierung  derselben.  Spalding.  Ztsch.  f.  Ohrenh., 
1904,  XLVII,  371. 

Contribution  a  Petude  de  i'audition.    Marage.    Arch,  iuternat. 
de  laryngol.,  etc.,  Par.,  1904,  XVII,  825. 
■  Delia  fuuzionc  non  acustioa  o  di  orientanento  del  lahirinto  dell' 
orecchio.    Stefani.    Atti.  r.  Inst.  Veneto  di  sc.,  bett.  ed  asti, 
Venezia,  1904.  937. 

Nouvel  example  d'adaptation  physique  entre  uu  excitant 
naturel  (vibration  sonore)  et  I'organe  percepteur  central.  Char- 
peutier.  Compt.  rend.  Acad.  d.  sc.,  Par.,  1904,  (  XXXVIII, 
1540. 

Tone  perception  and  its  derangements.  Dickie.  Homoep. 
Eye,  Ear  &  Throat  J.,  N.  V.    1904,  X,  179. 

Some  peculiarities  of  fluctuating  and  of  inaudible  sounds. 
Dunlap.    Psychol.  Hev.,  X.  Y.  and  London,  1901,  XI,  ;>08. 

Sulla  l'liuzioue  del  padiglione  dell'oreochio  neH'uomo.  Graden- 
igo.    Gior.  d.  r.  Accad.  di  med.  di  Torino,  1901,  X,  181. 

Ueber  die  Beziehungen  zvvischeu  Vibrationsempfiudung  und 
Osteoakusie;  vorlaufige  Mitteilung.  Neubra.  Zentrabl.  f.  innere 
Med.,  Leipz,  1904.  XXV,  513. 

Per  lo  studio  casuistico  della  scnsibilita  alle  vibrazioni  del 
diapason,  IJoasenda.  Arch,  di  psichiat  etc.,  Torino,  1901,  XXV. 
287. 

Why  is  the  human  ear  immobile?  Smith.  Pop.  Sc.  Month. 
N.  V.  1901,  LXV,  228. 

Diseases  of  the  ear  and  disturbances  of  speech,  their  mutual 
relations  and  influence  on  the  menial  development  of  man. 
Spira.    Przegl.  lek.,  Krakow,  1904,  \UII,  180. 

Die  Unterbrechungst  one  und  das  Problem  des  Horeus.  Stohr. 
Deutsche  Rev.,  Stuttg.,  and  Leipz.,  1901,  XXIX,  30. 

Aequisonore  Flaoheu  rings  um  cine  esbonende  Stimmgabel! 
Werndly.    Arch.  f.  Physiol.,  Leipz.,  1904,  297. 


ALPHABETICAL  INDEX. 


Bemerkungen  zur  Lokalisation  der  Tonwahrnehuiung.  l>in^. 
Monatsch.,  f.  Ohrenh.,  Berlin,  1905,  XXXVIII,  220. 

Recherehes  sur  l'audition.  Castex  and  Lajaunic.  Bull,  de 
laryngol.,  otol.,  etc.,  Par.,  1904,  VII,  135, 

A  propos  de  la  surdite  tonale.  Fupar  I *ui»iat,.  Rev.  de 
psychiat.,  Par.,  236. 

'I'he  physiology  of  the  middle  car.  Holinger.  .1.  Am.  .Med. 
Assoc.,  XI. Ill,  370. 

Klinische  Studien  zur  Analyze  der  Hdrstorungen.  Ostmann. 
Arch.  f.  Ohrenh.  Leipz.,  1904,  LXII,  20. 

[Teher  Erweiterung  meiner  Qdrprufungstabellen  /u  Emptind- 
lichkeitstabellen  des  schwcrhSrigen  Olirs.  Osttuann.  Arch.  f. 
Ohrenh.  1904,  I. XII,  48. 

La  transformation  de  ma  mesure  objective  de  I'ouie  en  uue 
mesure  objective  d'application  generlaie.  <  (stmann.  Arch,  inter- 
nat.  de  laryngol.  etc.,  Par.,  1001.  XVIII,  64. 

Contributo  all'esame  fuuzionale  dell'udito  colla  parola:  pra- 
pasta  di  una  scala  ototipica.  Nieddu.  Gior.  d.  r.  Acad,  di  med. 
Torino,  1004,  B.  S.,  x, 533. 

De  l'orieutation  auditive  laterale;  son  r6le  ef  sou  rnecanisme. 
Bard.    Semaine  med.,  Paris,  1004,  XXIV,  305. 

Weitere  Untersuchungen  fiber  Knochenleituug  und  Schalleit- 
ungsapparat  im  Ohr.  Bezold.  Ztseh.  f.  Ohien.,  1904,  XLVII, 
107. 

Troubles  auditifs  dans  le  zona.  Lannois.  Ann.  d.  mal.  de 
Loreille,  etc.,  Paris,  1904,  XXX,  opt.  2,  217. 

Thermopalpatorisch  Untersuchungen  liber  die  Temperature  im 
iiusserein  (Jehorgang.  Sommer.  Berl.  kl.  YVchnsch,  1004,  XLI, 
1023. 

Experimentales  iiber  Schalleitung  im  Ohr.  Zimmerman.  Ver- 
handl.  d.  deutsch.  M.  otol.  Gesellsch.,  Jena,  1004,  75. 

Pointure  aeoumetrique  et  diapason  international.  Arch,  inter- 
nat.,  de  laryngol.,  etc.,  Paris,  1904,  XVIII,  511. 

Die  Empfindlichkeitskurve  des  noimalen  Ohres  als  ausmass  der 
Empfiudlichkeitskurve  des  schwerhorigen  Ohres  und  Zugruudele- 
gung  der  objectiven  Ilormessung.  Ostmann.  Verhandl.  d. 
deutsch.  otol.  Gesellsch.,  Jena,  1904,  XIII,  p.  82. 

Eiue  monticrte  C.  Gabelreihe  als  allgemein  verweudbares  ob- 
jectives Hormass.  Ostmann.  I  hid.,  p.  87.  Arch.  f.  Ohreuh., 
1004,  LXII,  53. 

Determination  de  Lactate  auditive  pour  les-  sons  ehuchotes  et 
pour  ceux  du  diapason.  Quix.  Ann.  de  mal.  de  l'oreille,  etc.. 
Par.  1904,  XXX,  224. 

Bestimmung  der  Horscharfe  mil  Stimmgabeln.  Quix.  Ver- 
handl. d.  deutsch.  otol.  Gesellsch.,  Jena,  1004,  XIII,  03. 


ALPHABETICAL  INDIA. 


239 


Zur  Theorie  des  binauralen  Horens.  Steuger.  Ztsch.  f .  Ohren. 
1904,  XLVHI,  219. 

Essai  d'acounietrie  metrique.  Tretop.  Rev.  hebd.  delaryngol. 
etc.,  Paris,  1904,  11,  401. 

Uebcr  Geschmackstorungen  bei  Mittelohrerkrankungen.  Maier. 
Ztscb.  f.  Olir.  1904,  XLV1U,  178. 

Die  mit  dem  Gehorgang  in  Verbindung  stehende  nervose 
Symptome.  Bbke.  Ungar  med.  Presse,  Budapest,  1904,  IX, 
4S5. 

Recherches  sur  Paction  des  rayons  N  sur  l'audition.  Raoult. 
Bull,  de  laryngol.,  etc.,  Paris,  1904,  XII,  203. 

Eine  neue  Hortheorie.  Torimaga.  Mitthel.  d.  med.  Gesellsch. 
/.u  Tokyo.  1901,  Will,  so.!. 

Bemerkungen  zu  der  Abhandlung  der  Hen-em  Zwaardemaker 
und  Quix:  Ueber  die  Empfindlichkeit  des  menchlichen  Ohres  fur 
Tone  versehiedeuer  Ildhe.  Wien.  Arch.  f.  Anat.  u.  Ohysiol. 
Leipz,,  1904,  Suppl.  Bd.  107. 

Der  physiologische  Werth  der  Labyrinthfenster.  Zimmennaun 
ibid.  193. 

Un  nouveau  precede  pour  graduer  l'intensite  du  son  et  pour 
faire  l'epreuve  objective  de  l'audition.  Pause.  Bull,  de  laryngol., 
etc.,  Paris,  1904,  XII.  200. 

Reflexbeweguugen  und  Ohrlabyrinth.  Frey.  Verhandl.  d. 
deutsch.  otol.  Gesellsch.,  Jena,  1901,  XIII,  00. 

On  colored  bearing.  Chalupecky.  Wien.  kliu.  Ruudschau.  No. 
21,  190 1. 

On  the  influence  of  narrowing  of  the  ''insertion  tube"  on  the 
pitch  of  a  tone.    BuUofzer.    A.  f.  O.  LXI,  p.  104. 

Ueber  die  Prufung  der  Gehorfunktion.  Ostmann.  Deutsch. 
med.  Wehnseh.,  1901,  XXX,  1st:,. 

Nachtragliehe  Betraehtungen  iiber  den  physiologiseheu  Werth 
den  Labyriuthfenster.  Zimmermann.  Arch.  f.  Physiol.  Leipz., 
1904,  Suppl.  Bd.  409. 

Studie  fiber  die  Xatur  und  die  Wahrnehmung  der  Gerausche. 
Lucae.    Arch.  f.  Physiol.  Leipz.  1904,  Suppl.  NBd.,  390. 

Theorie  du  mecanisme  de  ['accommodation  auditive  a  la  dis- 
tance. Bard.  Rev.  med.  de  la  Suisse  Rom.,  Geneve.,  1904, 
XXIV,  726. 

A  consideration  of  the  vascular  theory  of  tinnitus  aurium. 
Reik.    Tr.  Am.  Otol.  Soc,  1904,  XIII,  399. 

Zwei  akustische  Demonstrationen.  Saneojloff.  Ztsch.  f. 
Psychol,  und  Physiol,  d.  Sinne-org.,  Leipz.,  1904,  XXXVI,  440. 

Sur  la  sensibilite  de  I'oreille  aux  differentes  hauteurs  des  sons. 
Zwaardemaker.    Annee  Psychol.,  Paris,  1904,  X,  161. 

Per  la  uniflcazione  della  notayioue  acuinetrica.  Gradenigo. 
Arch.  ital.  di.  otol.,  etc.,  Torino,  1904,  XVI,  0.1. 


240 


ALPHABETICAL  INDEX. 


De  raecomodation  auditive  son  bul  el  ses  diverses  modalites. 
Bard.    Rev.  med.  de  I  Suisse  Rom.,  Geneve.    1904,  XXIV,  737. 

The  effect  of  periodic  interruptions  upon  sound-waves.  Myers. 
Prac.  Physiol.  Soc.  London,  1904,5.    p.  V. 

De  ['existence  et  du  mecanisme  d'une  accommodation  auditive 
n  la  distance.  Bard.  J.  do  physiol.,  et  de  part  gen.,  Paris, 
1004,  VI,  1051. 

Sensibilite  speciale  de  l'oreille  physiologique  pour  certaines 
voyelles.  Marage.  Oompt.  rend.  Acad.  d.  sc.  Paris,  1905,  CXL. 
87. 

The  order  of  tone  sensation.  Mfiusterberg.  J.  Philos.,  Psy- 
chol., etc.,  Lancaster,  Pa.  and  X.  V.    1905,  65. 

Morphological  criterion  of  the  function  of  the  middle  ear. 
Voyachek.   Voyenno  med.  J.,  St.  Petersb.,  1904,  HI,  i>t.  150. 

The  sense  of  hearing  in  frogs.  Yerkes.  J.  Philos.,  Psychol- 
etc.,  Lancaster  and  X.  V.,  1005,  II,  (17. 

Zur  Theorie  der  Schalleitung.  Boenninghaus.  Ztsch.  f. 
Ohrenh.,  1905,  XLIX,  1. 

Examen  suojectif  de  l'ouie  par  I'epreuve  de  la  distinction  des 
sons  sucoessifs.  Gell6.  Rev.  hebd.  do  laryngol.,  etc.,  Paris. 
1905,  1,  177. 

De  l'audition  squelettique.  Egget.  Rev.  neurol.,  Paris,  1905, 
XIII,  133. 

Theorie  de  l'audition.  Guillemin.  Arch,  internal,  de  laryn- 
gol., etc.,  Paris,  1005,  XXX,  451. 

Psycho-physiologische  Ltntersuchungen  fiber  die  Bedeutnng 
des  IStatolithenapparates  fur  die  Orientierungrim  Raume  an  Nor- 
malen  und  Taubstummen  nebst  Bcitragen  zur  Orientierung 
mittels  taktilor  und  optischer  Empfindungen.  Alexander  and 
Baramy.  Ztsclir.  f.  Psychol,  u.  d.  Sinnesorg.,  Leipz.,  1905, 
XXXVIII,  321. 

Auditory  function  in  unilateral  necrosis  of  the  labyrinth. 
Voyaehck.    Voyenno  med.  J.,  St.  Petersb.,  1005.    I,  23G. 

Reports. 

Report  of  the  Thirteenth  Gorman  Congress  of  Otology.  Berlin, 
May  20,  1004.    Berl.  kl.  Wochenschrift,  XLI,  No.  24. 

Report  of  Sevonth  International  Congress  of  Otology.  Bor- 
deaux, Aug.  1,  1004.    Prosse  Medicale,  Paris,  No.  04. 

Sinus. 

Case  of  Infective  Thrombosis  of  the  Lateral  and  Sigmoid  Si- 
nuses. E.  W.  Day.  Annals  of  Otology,  Rhinol.  and  Laryngol., 
St.  Louis,  Mar.,  1004. 


A Fil'II ABKTICAL  INDK.X. 


241 


Indications  for  Operative  Procedures  in  Connection  with  the 
Lateral  Sinus  and  Internal  Jugular  Vein.  James  H.  Nichol. 
Jour,  of  Laryng.,  Khin.  and  Otol.,  London,  July,  1904. 

Report  of  a  Case  of  Sigmoid  Sinus  Thrombosis;  Operation 
without  Ligation  of  the  Internal  Jugular  Vein;  Recovery.  Got- 
ham Bacon.    N.  V.  Med.  Jour.,  Oct.  1.  L904. 

Case  of  Thombosis  of  the  Jugular  Hull).  Operation.  Recovery. 
Carl  Roller.    Archives  of  Otology.,  Oct.,  1904. 

Report  of  a  case  of  chronic  purulent  otitis  media,  with  thrombo- 
sis of  the  lateral  sinus;  radical  operation;  excision  of  the  internal 
jugular  vein.  Recovery.  Deuch.  Ann.  Otol.,  Rhinol.  and 
Laryngol,  St.  Louis,  1904,  XIII,  47. 

Su  una  rata  anomalia  di  direzione  anatomica  del  seno  lateral, 
con  assen  vz  dell'antro  mastoideo,  in  tin  caso  di  otite  media  puru- 
lentc  subacuta  da  influenza,  con  complieanza  mastoidea.  Luc- 
chesi.    Hull.  d.  mal.  d.  orecchio,  Firenze,  1904,  XXII,  07. 

Zur  Diagnostik  und  operation  der  Sinusthrombose  bei  Mitte- 
lohreiterung.  Meirchold.  Deutsche,  mil.-arztl.  Ztsch.,  Berlin, 
1904,  XXXIII,  2S0. 

Three  Cases  of  Lateral  Sinus  Thrombosis.  Robert  Lew  is.  A. 
of  O.,  Vol.  XXXIV,  p.  11. 

On  tuberculous  sinus  phlebitis.  Grossman.  A.  f.  O.,  Vol. 
LXI,  p.  30; 

Report  of  a  case  of  chronic  purulent  otitis  media  and  jugular 
bulb  thrombosis ;  operation;  death.  McKernon.  Laryngoscope, 
St.  Louis,  1904,  XIV,  938. 

Advances  in  the  surgical  treatment  of  otitic  septico-pyaemia. 
Voss.    Berl.  klin.  Wochensch-fc,  1904,  No.  28. 

Deirinfezione  settica  d'origine  otitica  nei  lattanti  (a  proposito 
del  lavoso  del  Dott.  Bashilton).  Cozzolino.  RIv.  di.  din. 
pediat.,  Firenze,  1904,  II,  401. 

Therapeutics. 

Progress  in  Aural  and  Ophthalmic  Therapeutics.  I>.  I*>.  St. 
John  Roosa.  Virginia  Medical  Semi-Monthly,  Richmond.  July  s, 
1904. 

Ocular  and  Aural  Therapeutics.  Erastus  E.  Holt.  Journal  of 
Medicine  and  Science,  Portland,  Me.    July  1904. 

Yohimbim:  its  use  in  the  treatment  of  eye,  ear,  nose  and 
throat  diseases.  Claiborne.  Medical  News,  N.Y.,  1904,  LXXXV, 
Gl. 

De  l'emploi  des  vapeurs  sulfurenses  naturelles  dans  le  traite- 
ment  des  affections  chroniques  de  l'oreille  moyenne.  Lajauuie. 
Hull,  de  laryngol.,  otol.,  etc.,  Paris,  VII,  124. 

Die  Anwendung  des  Eucaiuum  lacticuin  in  der  Oto-Rhiho-Chi- 
rurgie.    Katz.   Therap.  Monatsch.,  Berl.,  1904,  Will,  H9. 


242 


ALPHA  BUTR'AL  INDKX. 


Thigenol  in  oto-rhinologj .  Svergherski.  Med.  Otoyr.,  Mos- 
kau,  1904,  LXI,  4S9. 

Valeur  de  la  douche  d'air  dans  lc  traitement  des  otites  moyei  s 

5eches.  Roure.  Bull.  Sue.  med.-chir.  de  la  Dr6me.  etc.,  Valence 
and  Par.,  1904.  147. 

Epitheliom  des  Ohres  und  Radiumbehaudlung.  Hoke.  Pest, 
med.-chir. -Pressc,  Budapest,  1904,  XL,  409. 

Ueber  Saugtherapie  bei  Ohrerkrankungen.  Sondermann.  A. 
fur  O.  04,  p.  15. 

The  use  of  Hometoue  in  diseases  of  the  eye,  ear,  nose  and 
throat.    Kyle.    Medicine.  Detroit,  1904,  X,  071. 

Les  mcl'aits  de  Peau  oxygenee  en  otologic.  Bi  nder.  Rev.  hebd, 
de  laryngol.,  etc.,  Par..  1!)04,  II,  346. 

Ohrenarztliche  Erfahrungen  m it  Aspirin.  Meier.  Heilkunde, 
Berl.,  1905,  4!J4. 

Glycothymoliue  as  an  oro-nasal  and  a  general  antiseptic. 
Walsh.    Med.  Press  and  Circ  ,  London,  1905,  n.  s.  LXXIX,  2. 

Die  toxische  Wirkung  der  Salicylate  auf  das  Gehororgan. 
Blau.    Heilkunde,  Berl.,  1905,  56. 

Electricity  in  otology.  Richardson.  N.  V.  M.  .1.,  190"). 
LXXXI,  3iSG. 

L'etat  actuel  de  l'aerothermotherapie  en  therapeutique  oto- 
rhinologique.  Lermoyez  and  Mahu.  Kev.  hebd.  de  laryngol., 
etc.,  Paris,  1905,  I,  241. 

Tinnitus. 

Tinnitus  Aurium;  etiology.  Win.  Sohier  Bryant.  Annals  of 
Otol,  Rhinol.  and  Laryng.    Mar.  1904. 

Treatment  of  Tinnitus  Aurium.  Wm.  S.  Bryant.  The 
Laryngoscope.    St.  Louis,  1904.    XIV,  581. 

Tinnitus  aurium;  diagnosis  and  differentiation.  Bryant.  Tr. 
Am.  Otol.  Soc,  1905,  VIII,  385. 

The  treatment  of  dullness  of  hearing  and  objective  noises  in 
the  ears  by  high  frequency  currents.  Connal.  J.  Laryngol, 
London,  1904,  XIX,  396. 

Traitement  des  bourdonnements  de  l'oreille  par  l'etlluve  de 
haute  frequence.  Marques.  Semaine  Medicale,  Paris.  XXIV. 
No.  28. 

Zur  Kasuistik  der  objektiven  Ohrgeriiusche.  Kriedmann. 
Ztschr.  f.  Ohrenh.,  1904.    XLVI,  373. 

A  case  of  tinnitus  and  vertigo  treated  by  division  of  the  audi- 
tory nerve.    Parry.    J.  Laryngol.    London,  1904.    XIX,  402. 

Bourdonnements  d'oreille  train's  sans  succes  par  Pevidcment 
petromastoiden.    Picque.    Chir.  d.  alien.    Paris,  1904,  III,  290. 

Un  nouveau  traitement  des  bourdonnements  d'oreilles.  Capi- 
tal).   Clinique,  Brux.    1904,  XVIII,  845. 


ALPHABETICAL  INDEX. 


2  13 


Traitement  des  bourdonneinenls  d'oreille  paries  courantsde 
haute  frequence.  Imbert.  Rev,  gen.  de  clin.  ei  de  therap.,  Par., 
11)04,  XVIII,  720.    Glasgow  M.  J.  1904,  LXII,  44  I. 

Two  eases  of  objective  aural  tinnitus  due  to  the  action  of  tubo- 
palatal  muscles.    Wells.    J.  Am.  M.  Assoc.    1905,  XLIV,  ISO. 

Resultats  personnels  du  Iraitemeut  dcs  vertiges,  des  boudonne- 
ments  et  de  la  surdite  par  la  methode  de  Babinski.  Trfitop. 
Ann.  d.  mal.  de  l'oreille,  etc.,  Paris,  1004,  XXX,  550. 

Objektiv  fulhangokral.  (Objective  murmurs  in  the  car.)  Vali. 
Fules/et.,  Budapest,  1904,  33. 

Case  of  severe  tinnitus  with  (almost  complete)  loss  of  hearing 
in  a  man  aged  twenty-one.  Potter.  J.  Laryng.  London,  1905, 
XX,  74. 

Tonsils. 

Cholesteatomatous  Disease  of  the  Tonsils.  Norval  II.  Pierce. 
Annals  of  Otology,  Khinol.  and  Laryngol.,  Mar.  1904. 

The  Submerged  Tonsil.  Thos.  .(.  Haines.  Medical  News, 
X.  V.  .July  9,  1904. 

Pyaemia  and  Phlebitis  Complicating  Tonsilitis  with  report  of 
a  Case.  G.  A.  Woodcock.  Iowa  Medical  Jour.  Des  Moines,  July 
15,  1901. 

Traumatism. 

Ein  Fall  von  Zerstorung  des  Trommelfelles  durch  Blitzchlag. 
Burkner.    Berl.  klin.  Wchnschr.,  1905,  XL1.,  666. 

[Jne  blessure  rare  de  la  caisse  du  tympan.  Scheier.  Arch,  in- 
termit, de  laryngol.,  etc.,  Paris,  1904,  XY11I,  104.  Miinchen  med. 
Wchnsch.,  1904,  LI,  1537. 

Traumatische  Ohraffectionen.  Boke.  Pest.  med.chir.-Presse, 
1904,  XL,  409. 

Coup  de  poing  sur  l'oreille  gauche  ayant  produit  I'eclatement 
du  tympan.  Meniere.  Arch,  intermit  ,  de  laryngol.,  etc.,  Paris, 
1904,  XVII,  81. 

Rupture  of  the  tympanum.  Sputa.  Przegl.  lek.  Krakow, 
1904,  XLIII,  472. 

Drawing  of  a  traumatic  perforat  ion  of  the  tympanic  membrane. 
Jones.    J.  Laryngol.,  Loud.,  1905,  XX,  157. 

Leber  funktiouelle  nervose  St  orungen|bei  Telephonistinnen  nach 
elektrischeu  Uuf alien.  (Traumatic affections  in  telephone  tenders.  I 
<;.  W.  Walbaum.  Deutsche  med.  Wochuschr.,  XXXI,  No.  is, 
May  I,  191)5 

Hysteric  Traumatic  Affections  in  telephone  attendants.  II. 
Bohmig.    Mun.  med.  Woehnschr.,  Munich,  LII,  1905,  No.  10. 


ALPHABETICAL  INDEX. 


Tuberculosis. 

Aural  Tuberculosis.  Mellville  Black.  Colorado  Med.  Jour., 
Denver,  Mar.  1004.    X,  275. 

Bacilli  simul-tubercolari  uel  secreto  delle  otiti  medic  puruleute 
croniche.  A.  de  Simoni.  Riforma  Medica,  Palermo  and  Naples. 
XX,  No.  IS. 

Case  of  Supposed  Primary  Tuberculosis  of  t  lie  Pharyngeal 
Tonsil.  J.  J.  Buchanan.  Medical  Record,  N.  V.  October  8, 
1005. 

Case  of  Pulmonary  Tuberculosis  with  Interstitial  Neuritis  of 
Both  Cochleal  Nerves,  together  with  Persistent  Embryonic  Ad- 
hesions in  the  Scala  Tympani.  P.  Siebenniann.  Arch.  f. 
Otol.,  Oct.  1004. 

A  case  of  bilateral  tuberculosis  of  the  middle  ear  in  an  infant. 
1).  Roy.    J.  Am.  Med.  Assoc.,  XL II,  1013. 

Tuberculosis  of  the  ear  and  of  the  temporal  lobe.  Koerner. 
Bandbuch  der  Therapie  der  chronischen  Lungenschwindsucht, 
herausgeben  von  Dr.  H.  Schroder  und  Dr.  F.  Blumeufeld. 

Sur  rimportancc  de  la  scioagglutination  dans  le  diagnostic 
precoce  de  la  tuberculose  primitive  de  I'oreille  moyenne.  I>e 
Simoni.  Arch,  internal.,  de  laryngol.,  etc.,  Paris,  1004,  XVIII, 
S27. 

Radical  operation  for  chronic  suppurative  otitis  media  with 
extensive  necrosis  in  a  patient  with  tubercular  hip-joint  disease 
and  inherited  syphilis;  followed  by  tubercular  meningitis. 
Phillips.    Tr.  Am.  Otol.  Soe.,  1901,  XIII.  4;i0. 

Die  Tuberkulose  des  Warzenfortsatzes  im  Kiudersalter.  Hen- 
rici.   Ztsch.  f.  Ohrenh.,  1004,5,  XLVIII,  1. 

Sulla  diffusione  intranica  dei  processi  otitici  tubercolari.  Poli. 
Boll.  d.  r.  Accad.  med.  di.  Geuova.    Sienna,  1004,  XVIII,  2:5 3. 

Vertigo. 

Treatment  of  Ear  Diseases  and  of  Aural  Vertigo  in  Particular, 
with  Lumbar  Puncture.  J.  Babinski.  Annals  of  Otol.,  Rhinol. 
and  Laryngol..  Mar.,  1004. 

Zur  Therapie  des  Meniere'schen  Schwindel.  O.  Veraguth. 
Munch,  medicinische  Wochenschrift,  LI,  No.  20. 

4  he  Suppression  of  Rotary  Vertigo :  Its  Bearing  on  the  Pre- 
vention and  Cure  of  Seasickness.  J.  Leonard  Corning.  New 
York  Med.  Jour.,  Aug.  14,  1904. 

Middle  ear  tension  or  pressure  abnormality,  as  a  factor  in  the 
causation  of  auditory  vertigo.  Blake.  Tr.  Am.  Otol.  Soc,  1904, 
XIII,  475. 


TRANSACTIONS 


OF  THE 


r 

i_  L 


THIRTY-NINTH  ANNUAL  MEETING. 


ACADEMY  OF  MEDICINE 


NEW  YORK  CITY,  N.  Y. 


JUNE  26  and  27. 


VOLUME  X.    PART  II. 


PUBLISHED  BY  THE  SOCIETY: 

MERCURY  PUBLISHING  COMPANY,  PRINTERS, 
NEW  BEDFORD,  MASS. 
190G. 


Extra  copies  may  be  had  by  addressing  the  Secretary.  Dr.  F.  L.  Jack, 
215  Beacon  street,  Boston,  Mass.,  or  Mercury  Publishing  Company,  112 
Union  street.  New  Bedford,  Mass. 


CONTENTS. 


PAGE 

Members  of  the  American  Otological  Society  249 

Minutes  of  the  Thirty-ninth  Annual  Meeting  254 

The  Development  of  the  Stria  Vascularis  of  the  Labyrinth  of  the 

Ear.    By  George  E.  Shambaugh,  M.  D.,  Chicago,  111.   .     .  261 

Discussion  265 

A  Case  of  Cerebellar  Abscess  following  Chronic  Suppurative 
Otitis    Media;  Operation;  Death;  Autopsy.    By  Edward 

Bradford  Dench,  M.  D.,  New  York,  N.  Y  266 

Symptoms  of  Cerebellar  Diseases.    By  Edward  D.  Fisher,  M.  D., 

New  York,  N.  Y  278 

Report  of  Autopsy  and  Pathological  Findings  in  a  Case  of  Cerebel- 
lar Abscess  after  Radical  Operation  for  Chronic  Purulent 
Otitis  Media.    By  George  Sloane  Dixon,  M.  D.,  New  York, 

N.  Y  282 

Discussion  288 

The  Radical  Mastoid  Operation  Modified  to  allow  the  Preservation 
of  Normal  Hearing.    By  Dr.  W.  Sohier  Bryant.  New  York, 

N.  Y  292 

Discussion  295 

Report  of  a  Case  of  Brain  Abscess.    By  J.  E.  Sheppard,  M.  D., 

Brooklyn,  N.  Y  296 

Notes  on  Localizatiom.  By  Wm.  Browning,  M.D.,  Brooklyn,  N.  Y.  297 

Discussion  302 

Six  Cases  of  Thrombosis  of  the  Lateral  Sinus  operated  upon  in  the 
Ear  Ward  of  the  Mt.  Sinai  Hospital  in  the  Course  of  the 
past  Winter.    By  Emil  Gruening,  M.  D.,  New  York,  N.  Y.  304 

Discussion  315 

Post  Operative  Meningitis.    By  Thomas  J.  Harris,  M.  D.,  New 

York,  N.  Y  319 

Discussion  326 

A  Striking  Illustration  of  the  Efficacy  of  Constitutional  Measures 
in  Controlling  Inflammation  of  the  Mastoid  Cells.  By  Sam'l 

Theobald,  M.  D.,  Baltimore,  Md  334 

Discussion  ,    .  337 


4 


COXT  KXTS. 


Report  of  a  Fatal  Case  of  Cerebellar  Abscess,  with  Demonstra- 
tion of  the  Petrus  Pyramid  and  Cerebellum  ;  Remarks  on 
the  Operative  Treatment.     By  Arnold  Knapp,  M.  D.,  New 

York,  N.  Y  339 

Discussion  343 

The  Inflammatory  Diseases  of  the  Nose  and  its  Accessory 
Sinuses  in   Relation  to  the  Eye..      By  Herman  Knapp, 

M.  D.,  New  York,  N.  Y  345 

Discussion  350 

Exhibition  of  a  patient  operated  on  for  Mastoiditis,  complicated 
by  Epidural  Abscess.    By   Dr.    W.  Sohier  Bryant,  New 

York,  N.  Y  354 

Discussion  354 

The  Blood  Clot  Method  of  Wound  Repair  Aural  Surgery.  By 

Frank  B.  Sprague,  M.  D.,  Providence,  R.  1  356 

The  Blood  Clot  Dressing.    By  Dr.  Frederick  L.   Jack,  Boston, 

Mass  369 

Some  Facts  and  Figures  relating  to  the  Blood  Clot  Dressing  in 

Bone  Surgery.    By  H.  0.  Reik,  M.  D.,  Baltimore,  Md.  .    .  372 

Discussion  388 

The  Removal  of  the  Faucial  Tonsils  as  a  means  of  Relieving 
Catarrhal  Deafness.    By  Robert  Cunningham  Myles,  M.  D., 

New  York,  N.  Y   402 

Discussion  405 

Temporal  Necrosis  in  Earliest  Infancy.  By  B.  Alexander  Randall, 

M.  D.,  Philadelphia,  Pa  406 

Discussion  408 

A  Binaural  Auscultation  Tube.    By  Dr.  Ernest  De  Wolfe  Wales, 

Boston,  Mass  412 

Exhibition  of  Models  (Reading).    By  Dr.  Ernest  De  Wolfe  Wales, 

Boston,  Mass  414 

Exhibition  of  a  bullet  extracted  from  the  middle  ear  of  patient. 

By  Dr.  G.  A.  Lalani,  Boston,  Mass  415 

Alphabetical  Index  of  Otological  Bibliography  from  June  1,  1905  to 
June  1,  1906.  Compiled  by  B.  Alex.  Randall,  M.  A.,  M.  D., 
Philadelphia,  Pa.,  and  Barton  H.  Potts,  M.  D.,  Philadel- 
phia, Pa  417 


MEMBERS 


AMERICAN  OTOLOGICAL  SOCIETY 


Names  of  members  deceased  while  in  membership  in  It. dies. 


HONORARY  MEMBERS. 

Prof.  A.  Graham  Bell.  .1336  Nineteenth  St  Washington,  D.  C. 

Dr.  Albert  H.  Buck.  . .  105  East  19th  St  New  York,  N.  Y. . 

Dr.  E.  H.  Clarke 

Dr.  John  Green  2670  Washington  Ay..  ..St.  Louis,  Mo  

Dr.  Edw.  L.  Holmes 

Doctor  Luc  54  Rue  de  Varenne  Paris,  France  

Mr.  W.  Macewen  3  Woodside  Crescent. ..  .Glasgow,  Scotland 

Dr.ArthurMathewson.139  Montague  St  Brooklyn,  N.  Y... 

Prof.  A.  F.  Mayer 

Prof.  Adam  Politzer.  .  .1  Gongazagasse  Sq  Vienna,  Austria.  . 

Prof.  Ogden  M.  Rood.  .Columbia  College  New  York,  N.  Y.  . 

Dr.  E.  Williams 


MEMBERS. 

Dr.  Frank  W.  Abbott 

Dr.  A.  E.  Adams  44  Grand  St   Newburg,  N.  Y. 

Dr.  John  L.  Adams  24  East  46th  St  New  York,  N.  Y 

Dr.  C.  R.  Agnew 
Dr.  W.  F.  Akin 

Dr.  H.  A.  Alderton.  ..  .142  Clinton  St  Brooklyn,  N.  Y. 

Dr.  H.  P.  Allen 

Dr.  A.  Alt  3036  Locust  St   .  .St.  Louis,  Mo. . . 

Dr.  Emil  Amberg*  270  Woodward  Ave  Detroit,  Mich. 

Dr.  J.  A.  Andrews!  107  Madison  Ave  New  York,  N.  Y 

Dr.  S.  C.  Ayres  4  West7th,The  LeveroneCincinnati,  O... 

DR.  Gorham  Bacon  47  West  54th  St  New  York,  N.  Y 


250 


M  KMKKRS. 


Dr.  Robert  Barclay  ...  3894  Wash.  Boulevard  . .  St.  Louis,  Mo  

Dr.  Edwin  W.  Bartlett  422  Jefferson  St  Milwaukee,  Wis. . 

Dr.  T.  P.  Berens  35  Park  Ave.  New  York,  N.  Y. 

Dr.  Clarence  J.  Blake. 226  Marlborough  St  Boston,  Mass  

Dr.  F.  J.  Blodgett*.  .  .140  West  72d  St  New  York,  N.  Y. . 

Dr.  R.  O.  Born  163  West  34th  St  New  York,  N.  Y  .. 

Dr.  W.  P.  Brandegee*.  .40  West  48th  St  New  York,  N.  Y  . . 

Dr.  J.  H.  Bryan*  818  17th  St  Washington,  D.  C. 

Dr.  W.  S.  Bryant  57  West  53d  St  New  York,  N.  Y  .. 

Dr.  Earnest  Buckman* .96  South  Franklin  St. .  .  Wilkes  Barre,  Pa. 

Dr.  Frank  Buller*  123  Stanley  St  Montreal,  Canada. 

Dr.  Charles  H.  Burnett 

Dr.  Franklin  P.  Capron.  118  Angell  St  Providence,  R.  I. 

Dr.  W.  H.  Carmalt  87  Elm  St  New  Haven,  Conn 

Dr.  J.  H.  Claiborne,  Jr.  39  West  36th  St  New  York,  N.  Y  . . 

Dr.  C.  F.  Clark*  188  East  State  St  Columbus,  O  

Dr.  J.  B.  Clemens*  15  East  48th  St  New  York,  N.  Y  . . 

Dr.  Wm.  Cowen  35  East  60th  St  New  York,  N.  Y  .  . 

Dr.  Chas.  N.  COX  257  Jefferson  Ave  Brooklyn,  N.  Y... 

Dr.  E.  A.  Crockett  226  Marlborough  St  Boston,  Mass  

Dr.  J.  Frank  Crouch*.  .412  Cathedral  St  Baltimore,  Md. . . . 

Dr.  Edw.  B.  Dench  17  West  46th  St  New  York,  N.  Y.. 

Dr.  J.  H.  Dix 

Dr.  E.  E.  Doble  52  Cross  St  Quincy,  Mass  

Dr.  A.  B.  Duel*  254  Madison  Ave  New  York,  N.  Y  . . 

Dr.  E.  Dyer 

Dr.  Wells  P.  Eagleton.15  Lombardy  St  Newark,  N.  J  

Dr.  E.  P.  Ely 

Dr.  J.  B.  Emerson  20  East  30th  St  New  York,  N.  Y  . . 

Dr.  George  F.  Fiske  ....  100  State  St  Chicago,  111  

Dr.  Edw.  Fridenberg 

Dr.  Percy  Fridenberg*.  114  West  126th  St  New  York,  N.  Y. . 

Dr.  Harry  Friedenwald*1029  Madison  Av  Baltimore,  Md. 

Dr.  B.  E.  Fryer, U.S. A.  .520  East  9th  St  Kansas  City,  Mo. . 

Dr.  J.  Orne  Green  182  Marlborough  St  Boston,  Mass  

Dr.  Emil  Gruening  36  East  57th  St  New  York,  N.  Y  .  . 

Dr.  G.  W.  Hale  Wilcox  Building  Nashville,  Tenn. .  . 

Dr.  Thos.  H.  Halstead*  831  University  Block . . .  Syracuse,  N.  Y. . . 

Dr.  Philip  Hammond.  . .  .317  Marlborough  St  Boston,  Mass  

Dr.  Geo.  C.  Harlan.  ..  .1515  Walnut  St  Philadelphia,  Pa.. 

Dr.  Herbert  Harlan*.  .516  Cathedral  St  Baltimore,  Md. . .  . 

Dr.  Thomas  J.  Harris*.  117  East  40th  St  New  York,  N.  Y. . 

Dr.  David  Harrower, Jr.9  Elm  St  Worcester,  Mass. . 

Dr.  W.  H.  Haskins*  42  East  41st  St  New  York,  N.  Y. . 

Dr.  N.  Darrell  Harvey  260  Benefit  St  Providence,  R.  I.  . 


Members. 


Dr.  Neil  J.  Hepburn.  .  .317  West  23d  St  New  York,  N.  Y. . . 

Dr.  James  Hewitt 

Dr.  C.  R.  Holmes*  8  and  10  East  8th  St. . .  .Cincinnati,  O  

Dr.  E.  E.  Holt  723  Congress  St  Portland,  Me  

Dr.  Lucien  Howe  87  West  Huron  St  Buffalo,  N.  Y  

Dr.  Frederick  L.  Jack. 215  Beacon  St  Boston,  Mass  

Dr.  W.  B.Johnson  170  Broadway  Paterson,  N.  J  

Dr.  Richard  Jordan*.  .  .47  West  44th  St  New  York,  N.  Y. . . 

Dr.  Joseph  A.Kenefick*27  West  36th  St  New  York,  N.  Y. . . 

Dr.  Gordon  King*  624  Gravier  St  New  Orleans,  La. . 

Dr.  Chas.  J.  Kipp  560  Broad  St  Newark,  N.  J  

Dr.  Arnold  Knapp*  26  West  40th  St  New  York,  N.  Y. . . 

Dr.  Herman  Knapp  26  West  40th  St  New  York,  N.  Y  . . . 

Dr.  Carl  Koller*  681  Madison  Ave  New  York,  N.  Y. .. 

Dr.  J.  Braden  Kyle*.  .  .1517  Walnut  St  Philadelphia,  Pa... 

Dr.  J.  W.  Lawton 

Dr.  G.  A.  Leland  669  Boylston  St  Boston,  Mass  

Dr.  John  C.  Lester  179  Schermerhorn  St. .  Brooklyn,  N.  Y  

Dr.  Rob.  Lewis,  Jr  48  West  40th  St  New  York,  N.Y... 

DR.  WILLIAM  LINCOLN*  ..^KXW  O  

Dr.  J.  A.  Lippincott  . . . .  Arcott  Building  Pittsburg,  Pa  

Dr.  W.  S.  Little 

Dr.  James  E.  Logan*  ...  1208  Wyandotte  St  Kansas  City,  Mo.. 

Dr.  F.  B.  Loring  1420  K  St.,  North  West.  Washington,  D.  C. . 

Dr.  David  B.  Lovell.  .  .32  Pearl  St  Worcester,  Mass. . . 

Dr.  C.  J.  Lundy 

Dr.  Chas.  H.  May  698  Madison  Ave  New  York,  N.  Y. . . 

Dr.  G.  B.  McAuliffe.  .  .57  East  65th  St  New  York,  N.  Y  . . . 

Dr.  Read  J.  McKay  N.E.cor.9th&MarketStsWilmington,  Del... 

Dr.  J.  F.  McKernon.  . .  .62  West  52d  St  New  York,  N.  Y. . . 

Dr.  C.  S.  Merrill  23  Washington  Ave  Albany,  N.  Y  

Dr.  Horace  G.  Miller.  .189  Bowers  St  Providence,  R.  I... 

Dr.  W.  W.  Moreland 

Dr.  H.  L.  Morse  112  Marlborough  St  Boston,  Mass  

Dr.  W.  B.  Moulton*  180  State  St  Portland,  Me  

Dr.  Robert  C.  Myles.  .  .46  West  38th  St  New  York,  N.  Y  . . . 

Dr.  James  E.  H.  Nichols 
Dr.  Henry  D.  Noyes 
Dr.  J.  F.  Noyes 

Dr.  F.  R.  Packard*,  .  ...183  Chestnut  St  Philadelphia,  Pa. . . 

Dr.  Wendell  C.  Phillips*  40  West  47th  St  New  York,  N.  Y . . . 

Dr.  E.  M.  Plummer*  . . .  5  Adams  St  Charlestown,  Mass. 

Dr.  Or  en  D.  Pomeroy 

Dr.  Thomas  R.  Pooley.  .107  Madison  Ave  New  York,  N.  Y  . . 


252 


MEMBERS. 


Dr.  B.  Alex.  Randall.  .1717  Locust  St  Philadelphia,  Pa. . 

Dr.  R.  L.  Randolph*.  .  .816  Park  Ave  Baltimore,  Md  

Dr.  Wm.  Rankin,  Jr. 

Dr.  J.  M.  Ray   423  West  Chestnut  St. .  . Louisville,  Ky. . . . 

Dr.  R.  G.  Reese*  58  East  25th  St  New  York,  N.  Y  . . 

Dr.  R.  A.  Reeve  22Shuter St.  cor VictoriaToronto,  Canada.. 

Dr.  H.  0.  Reik  5  West  Preston  St  Baltimore,  Md. . . 

Dr.  Geo.  L.  Richards*.  .84  North  Main  St  Fall  River,  Mass. 

Dr.  HuNTiNGTONRiCHARDsSt.  Paul's  School  Concord,  N.  H. . . 

Dr.  Chas.W.  Richardson1317  Connecticut  Ave. .  .Washington,  D.  C 

Dr.  S.  0.  Richey  732  17th  St  Washington,  D.  C 

Dr.  Charles  E.  Rider.  .53  South  Fitzhugh  St. .. Rochester,  N.  Y. 
Dr.  Wheelock  Rider.  .  .53  South  Fitzhugh  St. .  Rochester,  N.  Y. 
]>r.  F.  W.  King 

Dr.  H.W.  Ring  187  Church  St  New  Haven,  Conn 

Dr.  S.  D.  Risley  1738  Chestnut  St  Philadelphia,  Pa. 

Dr.  A.  W.  DeRoaldes.  .624  Gravier  St  New  Orleans,  La. . 

Dr.  D.  B.  St.  John  ROOSA20  East  30th  St  New  York,  N.  Y. 

Dr.  John  D.  Rushmore  . .  129  Montague  St  Brooklyn,  N.  Y . . 

Dr.  Wm..  W.  Seely 

Dr.  Ralph  W.  Seiss.  . .  .255  South  17th  St  Philadelphia,  Pa. 

Dr.  Geo.  E.  Shambaugh*100  State  St  Chicago,  111  

Dr.  J.  B.  Shapleigh.  ..  .W.corGrand& Wash. Aves St. Louis,  Mo  

Dr.  Henry  L.  Shaw  19  Commonwealth  Ave.  .Boston,  Mass  

Dr.  J.  E.  Sheppard  130  Montague  St  Brooklyn,  N.  Y. . 

Dr.  Sargent  F.  Snow*.  .707-713  University  Block  Syracuse,  N.  Y. . 

DR.  E.  D.  Spear         . . ™*g$£&. . ...  .  ^  Mass' 

Dr.  H.  N.  Spencer  2725  Washington  Ave. .  .St.  Louis,  Mo  

Dr.  Frank  B.  Sprague..27  Stewart  St  Providence,  R.  I. 

Dr. FranklinM. Stephens*  71  West  49th  St  New  York,  N.  Y. 

Dr.  George  T.  Stevens. 22  East  46th  St  New  York,  N.  Y. . 

Dr.  S.  Sexton 

Dr.  S.  B.  St.  John  68  Pratt  St  Hartford,  Conn. . 

Dr.  Geo.  Strawbridge.  .202  South  15th  St  Philadelphia,  Pa. 

Dr.  T.  Y.  Sutphen  999  Broad  St  Newark,  N.  J  

Dr.  J.  0.  Tansley  28  West  43d  St  New  York,  N.  Y. . 

Dr.  L.  H.  Taylor*  82  South  Franklin  St. ..  Wilkes  Barre,  Pa. 

Dr.  Samuel  Theobald.  .304  West  Monument  St. Baltimore,  Md. .  . . 

Dr.  William  Thomson.  .1426  Walnut  St  Philadelphia,  Pa. 

Dr.  Robert  Tilley 

Dr.  Andrew  Timberman*  112  East  Broad  St  Columhus,  O  

Dr.  J.  VanDuyn  318  James  St  Syracuse,  N.  Y... 

Dr.  D.  Harold  Walker*  101  Newbury  St  Boston,  Mass  

Dr  J.  J.  B.  Vermyne 


MKMBKRS. 


253 


Dr.  David  Webster  327  Madison  Ave  New  York,  N.  Y... 

Dr.  F.  Whiting  47  West  50th  St  New  York,  N.  Y. . . 

Dr.  F.  M.  Wilson  834  Myrtle  Ave  Bridgeport,  Conn. 

Dr.  Hiram  Woods  842  Park  Ave  Baltimore,  Md  


•Associates. 

(■Temporarily  at  Santa  Barbara,  California. 


American  Otological  Society. 


The  Thirty-ninth  Annual  Meeting-  of  the  American 
Otological  Society  was  held  at  the  Academy  of  Medicine, 
New  York  City,  .June  26th  and  27th,  1906. 

The  following  members  were  present: 


DRS.  A.  E.  ADAMS  Newburg,  N.  Y. 

JOHN    L.    ADAMS  New    York,    N.  Y. 

T.  B.  BERENS  New  York,  N.  Y. 

F.    J.    BLODGETT  New  York,   N.  Y. 

W.  S.  BRYANT  New  York,  N.  Y. 

ERNEST  W.  BUCKMAN  Wilkes   Barre,  Pa. 

J.  H.  CLAIBORNE,  JR  New  York,  N.  Y. 

J  AS.  B.  CLEMENS  New  York,   N.  Y. 

CHAS.    N.    COX  Brooklyn,  N.  Y. 

EDW.   B.   DENCH  New  York,   N.  Y. 

ARTHUR   B.   DUEL  New  York,   N.  Y. 

WELLS   P.    EAGLETON  Newark,   N.  J. 

DR.  JOHN  P.  EMERSON  New  York,  N.  Y. 

DR.  PERCY  FRIDENBERG  New  York,   N.  Y. 

EMIL  GRUENING  New   York,   N.  Y. 

THOS.    H.    HALSTED  Syracuse,  N.  Y. 

PHILIP   HAMMOND  Boston,  Mass. 

HERBERT  HARLAN  Baltimore,  Md. 

THOS.  J.  HARRIS  New  York,  N.  Y. 

DAVID  HARROWER,  JR  Worcester,  Mass. 

NEIL  J.  HEPBURN  New  York,   N.  Y. 

WALTER   B.   JOHNSON  Paterson,   N.  J. 

C.  H.    RICHARD   JORDAN  New  York,   N.  Y. 

JOSEPH    A.    KENEFICK  New  York,   N.  Y. 

CHAS.  J.  KIPP  Newark,    N.  J. 

ARNOLD    KNAPP  New  York,   N.  Y. 

HERMAN    KNAPP  New  York,   N.  Y. 

D.  BRADEN  KYLE  Philadelphia,  Pa. 
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G.  A.    LELAND  Boston,  Mass. 

ROBERT  LEWIS,  JR  New   York,   N.  Y. 

CHAS.  H.  MAY  New  York,  N.  Y. 

JOS.  F.  McKERNON  New  York,   N.  Y. 

C.  S.  MERRILL,  Albany,    N.  Y. 

ROBERT   C.   MYLES  New   York,   N.  Y. 

FRANCIS   It.    PACKARD  Philadelphia,  Pa. 

WENDELL  C.    PHILLIPS  New   York,   N.  Y. 

THOMAS  R.  POOLEY  New   York,   N.  Y. 

BARTON    H.    POTTS  Philadelphia,  Pa. 

B.    ALEXANDER    RANDALL  Philadelphia,  Pa. 

H.  O.  REIK  Baltimore,  Md. 

W.  SCOTT  RENNER  Buffalo,   N.  Y. 

GEO.    L.    RICHARDS  Fall  River,  Mass. 

SAMUEL  D.  RISLEY  Philadelphia,  Pa. 

W.  K.  ROGERS  Columbus,  Ohio. 

D.  B.  ST.  JOHN  ROOSA  New   York,   N.  Y. 

JOHN    D.    RUSHMORE  Brooklyn,    N.  Y. 

GEO.  E.  SHAMBAUGH  Chicago,  111. 

WARREN  S.  SHATTUCK,  JR  Brooklyn,  N.  Y. 

J.   E.  SHEPPARD  Brooklyn,    N.  Y. 

E.  TERRY  SMITH  Hartford,  Conn. 

FRANK   B.    SPRAGUE  Providence,   R.  I. 

GEORGE  T.  STEVENS  New   York,   N.  Y. 

FRANKLIN  M.  STEPHENS  New   York,   N.  Y. 

SAMUEL   THEOBALD  Baltimore,  Md. 

ERNEST  de  WOLFE  WALES  Boston,  Mass. 

DAVID  WEBSTER  New  York,   N.  Y. 

FRED    WHITING  New  York,  N.  Y. 

J.  A.  WHITE  Richmond,  Va. 


The  meeting  was  called  to  order  at  10  a.  m.  by  the 
President,  Dr.  Emil  Gruening,  New  York,  who  appointed 
as  Business  Committee  Dr.  J.  F.  McKernon,  New  York,  Dr. 
H.  O.  Reik,  Baltimore  and  Dr.  T.  J.  Harris,  New  York. 

Dr.  Frederick  Ij.  Jack,  Boston,  presented  the  treasurer's 
report  and  the  chair  appointed  Dr.  G.  A.  Leland,  Boston,  as 
Auditing  ( !ommittee. 

The  Secretary  read  a  letter  from  the  International  Con- 
gress on  Tuberculosis  inviting  the  society  to  send  delegates 
to  the  congress  to  he  held  in  New  York  in  November,  1906. 
The  society  voted  to  send  such  delegates  and  the  Chair 
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appointed  Dr.  E.  B.  Dench,  New  York.  Dr.  B.  A.  Randall, 
Philadelphia  and  Dr.  E.  A.  Crockett,  Boston. 

The  Secretary  read  a  letter  asking  for  a  contribution  of 
$25  Inwards  defraying  the  expenses  of  the  next  Internationa! 
Congress  at  Lisbon  and  the  society  voted  to  make  the 
contribution,  the  Secretary  to  make  up  any  deficit  by  an 
extra  charge  tor  the  transactions. 

On  motion  of  Dr.  B.  A.  Randal!,  Philadelphia,  the  society 
voted  to  refer  the  names  of  Dr.  Buck  and  Dr.  Green  to  the 
Committee  on  Membership  for  consideration. 

The  following:  »entlemen  were  introduced  as  quests  of  the 
society : 

Drs.  McCoy,  Connor,  Dixon.  Fisher,  Bahn,  Perkins.  Pond, 
Stieren,  Roberts.  Ileming  and  Wilson. 

Dr.  (i.  E.  Shambaugh,  Chicago,  read  a  paper  on  The 
Origin  of  the  Cells  found  in  the  Deeper  Layers  of  the  Stria 
Vascularis. 

Discussed  by  Dr.  B.  Alexander  Randall,  Philadelphia. 

Dr.  Edward  B.  Dench.  New  York,  read  a  paper  on  Chronic 
Suppurative  Otitis  Media, — Radical  Operation;  Cerebellar 
Abscess;  Death:  Autopsy. 

Dr.  Edward  D.  Fisher,  New  York,  read  a  paper  on 
Symptomatology  of  Cerebellar  Disease,  with  Special  Ref- 
erence to  Cerebellar  Abscess. 

Dr.  George  S.  Dixon.  New  York,  read  a  paper  on  Report  of 
Autopsy  and  Pathological  Findings  in  a  Case  of  Cerebellar 
Abscess  after  Radical  Operation  for  Chronic  Purulent  Otitis 
Media. 

These  papers  were  discussed  by  Drs.  Frederick  L.  Jack, 
Boston.  Philip  Hammond,  Boston,  George  L.  Richards,  Fall 
River,  B.  Alexander  Randall.  Philadelphia,  and  C.  J.  Kipp, 
Newark. 

Dr.  W.  S.  Bryant,  New  York,  read  a  paper  on  A  Radical 
Mastoid  Operation  modified  for  the  Conservation  of  the 
Auditory  Function  of  (lie  Tympanum. 

Discussed  by  Dr.  Samuel  Theobald.  Baltimore. 
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Dr.  J.  E.  Sheppard  and  William  Browning,  Brooklyn, 
presented  a  paper  on  Report  of  a  Case  of  Abscess  of  the 
Temporal  Lobe,  with  Notes  on  its  Localization. 

Discussed  by  Drs.  Edward  B.  Deneh,  New  York,  and  B. 
Alexander  Randall,  Philadelphia. 


Afternoon  Session. 

Called  to  order  at  '2  p.  m.,  Dr.  Emil  Gruening,  presiding. 

The  Committee  on  Membership  reported  favorably  on  the 
following  names: 

Dr.  Carl  Kohler,  New  York. 
"    D.  H.  Walker,  Boston. 
"    J.  Frank  Crouch,  Baltimore. 
"    A.  J.  Timberman,  Columbus. 
"    Harry  Priedenwald,  Baltimore. 
"    Sargent  F.  Snow.  Syracuse. 
"     W.  B.  Moulton,  Portland. 
"    C.  F.  Clark,  Columbus. 
"    W.  1>.  Haskens,  New  York. 

The  Committee  nominated  for  Honorable  membership  in 
the  Society,  Dr.  John  Green,  St.  Louis  and  Dr.  A.  H.  Buck, 
New  York,  who  were  elected  in  due  form  as  Honorary 
Members. 

Dr.  Emil  Gruening,  New  York,  read  a  paper  on  Six  Cases 
of  Thrombosis  of  the  Lateral  Sinus  operated  upon  in  the 
Ear  Ward  of  the  Mt.  Sinai  Hospital  in  the  Course  of  the 
past  Winter. 

Discussed  by  Dr.  Lipmann  and  Dr.  Epstein,  New  York'. 

Dr.  Thomas  .J.  Harris,  New  York,  read  a  paper  on  l'osl- 
Operat ive  Meningitis. 

Discussed  by  Drs.  Wendell  Phillips,  New  York,  Edward 
B.  Dench,  New  York.  Robert  C.  Myles,  New  York,  B.  Alex- 
ander Randall,   Philadelphia,  C.  J.  Kipp,  Newark,  Philip 
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Hammond,  Boston,  Frederick  L.  Jack,  Boston,  J.  E.  Shep- 
pard,  Brooklyn  and  Bmil  Gruening,  New  York. 

Dr.  Samuel  Theobald,  Baltimore,  read  a  paper  on  A 
Striking  Illustration  of  the  Efficacy  of  Constitutional 
Measures  in  Controlling  Inflammation  of  the  Mastoid  Cells. 

Discussed  by  Drs.  George  L.  Richards,  Pall  River,  and 
Edward  B.  Dench,  New  York. 

Dr.  Arnold  Knapp,  New  York,  read  a  paper  on  Report  of  a 
Fatal  Case  of  Cerebellar  Abscess,  with  Demonstration  of 
Specimen  and  Remarks  on  Operative  Treatment. 

Discussed  by  Drs.  Edward  B.  Dench,  New  York,  and  W. 
I'.  Eagleton,  Newark. 

June  27,  Wednesday  Morning. 

Dr.  Emil  Gruening,  New  York,  presiding. 

Dr.  Herman  Knapp,  New  York,  read  a  paper  on  The 
Affections  of  the  Facial  Sinuses  on  the  Optic  Nenro-retinitis, 
and  the  Aid  the  Ophthalmoscope  may  lend  to  the  Diagnosis 
and  Treatment  of  the  Facial  Sinuses. 

Discussed  by  Drs.  Emil  Gruening,  New  York,  Frederick 
L.  Jack,  Boston,  C.  J.  Kipp,  Newark  and  B.  Alexander 
Randall,  Philadelphia. 

Dr.  W.  S.  Bryant,  New  York,  exhibited  a  patient  operated 
upon  for  epidural  abscess  with  the  blood-clot  dressing: 
Discussed  by  Dr.  Emil ,  Gruening,  New  York. 

Dr.  Frank  B.  Sprague,  Providence,  read  a  paper  on  The 
Blood  Clot  Experiment  in  Aural  Surgery. 

Dr.  Frederick  L.  Jack,  Boston,  read  a  paper  on  The  Blood 
Clot  Dressing. 

Dr.  H.  O.  Reik,  Baltimore,  read  a  paper  on  Some  Facts 
and  Figures  relating  to  the  Blood  Clot  Dressing. 

These  three  papers  were  discussed  by  Drs.  Edward  B. 
Dench,  New  York,  C.  J.  Kipp,  Newark.  W.  S.  Bryant,  New 
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York,  Emil  Gruening,  New  York,  Philip  Hammond,  Boston, 
E.  D.  Wales,  Boston,  A.  G.  Leland,  Boston,  B.  Alexander 
Randall,  Philadelphia,  Herberl  Harlan,  Baltimore,  W.  K. 
Rogers,  Columbus,  George  Ij.  Richards.  Fall  River,  Frank 
B.  Sprague,  Providence,  Frederick  L.  .lack.  Boston,  and  H. 
O.  Reik,  Baltimore. 

June  27,  Wednesday  Afternoon. 

EXECUTIVE  SESSION. 

The  President,  Dr.  Emil  Gruening,  New  York,  presiding. 

Dr.  G.  A.  Leland,  Boston,  Auditing  Committee,  reported 
that  the  accounts  of  the  Treasurer  had  been  examined  and 
found  correct. 

The  Business  Committee  recommended  the  following 
officers  for  the  ensuing  year: 

President — Dr.  Emil  Gruening,  New  York. 

Vice  President — Dr.  C.  J.  Kipp,  Newark. 

Secretary  and  Treasurer — Dr.  Frederick  L.  -lack,  Boston. 

Membership  Committee — Drs.  G.  A.  Leland,  B.  Alexander 
Randall  and  Edward  B.  Dench. 

Publication  Committee — Drs.  C.  J.  Blake,  J.  Orne  Green 
and  the  secretary,  ex-officio. 

Dr.  Samuel  Theobald  on  the  Committee  of  Arrangements 
of  the  Congress  of  American  Physicians  and  Surgeons. 

On  motion  of  Dr.  Samuel  Theobald,  Baltimore,  the  Secre- 
tary was  instructed  to  cast  the  ballot  for  the  ticket  recom- 
mended, and  the  nominees  were  declared  elected. 

The  Chair  appointed  Committee  on  Program:  Dr.  S.  D. 
Risley,  Dr.  Edward  B.  Dench  and  the  Secretary,  ex-officio. 

Dr.  Robert  C.  Myles,  New  York,  read  a  paper  on  Consider- 
ation of  the  Removal  of  the  Faueial  Tonsils  with  their  liases 
with  the  view  of  Relieving  Tubal  Stenosis  and  Catarrhal 
Deafness. 
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Discussed  by  Dr.  Frank  B.  Sprague.  Providence. 

Dr.  B.  Alexander  Randall,  Philadelphia,  read  a  paper  on 
Temporal  Necrosis  in  Earliest  Infancy,  dealing  especially 
with  Two  Recent  Cases  of  infection  dating  almost  from 
Birth  and  operated  on  in  the  third  week  of  Life:  one  with 
Necrosis  of  Zygoma  and  adjacent  Squama  without  Tympanic 
Involvement:  the  other  with  Tympanic  and  Mastoid  Sup- 
puration and  Extra  Dura!  Abscess. 

Discussed  by  Drs.  W.  S.  Bryant,  New  York,  Samuel 
Theobald,  Baltimore,  C.  Kohler,  New  York.  Fred  Whiting, 
New  York.  (i.  P.  Pond,  San  Francisco,  Wendell  Phillips, 
New  York,  B.  Alexander  Randall,  Philadelphia. 

Dr.  B.  D.  Wales,  Boston,  exhibited  some  models. 

Dr.  J.  F.  McKernon,  New  York,  exhibited  a  new  tonsillo- 
tome  for  getting  into  the  supra-tonsillar  fossa  and  a  new 
adenoid  forceps  and  mouth  gag. 

Dr.  (i.  A.  Belaud,  Boston,  exhibited  a  bullet  extracted 
from  the  middle  ear  of  patient. 

Adjournment. 

FREDERICK  L.  JACK, 


Secretary. 


THE  DEVELOPMENT  OP  THE  STRIA  VASCULARIS  OP 
THE  LABYRINTH  OP  THE  EAR, 


By   GHOIIIIK    10.    S 1 1 A  M  HA  I  '<  4 1 1 ,    M.  I>.. 

Instructor  in  Anatomy  of  the  Ear,  Nose  and  Throat,  University  of  Chicago; 
Instructor  in  Otjlogy,  Rush  Medical  College. 

The  outer  w;ill  of  the  ductus  eochlearis  between  the 
attachment  of  the  membrane  of  Rei saner  above  and  the 
basilar  membrane  below  is  divided  into  two  unequal  concave 
segments  by  the  prominentia  spiralis.  The  smaller  segment 
lies  between  the  spiral  prominence  and  the  attachment  of 
the  basilar  membrane  and  is  known  as  the  sulcus  spiralis 
externus;  the  larger  segment  lies  between  the  spiral  prom- 
inence and  the  attachment  of  Reissner's  membrane  and  is 
occupied  by  a  structure  known  as  the  stria  vascularis. 

The  stria  is  made  up  of  a  band  of  tissue  sharply  differen- 
tiated from  the  underlying  connective  tissue  of  the  spiral 
ligament  which  separates  the  outer  wall  of  the  ductus 
eochlearis  from  the  capsule  of  the  cochlea.  It  is  made  up 
of  a  surface  layer  of  epithelium  and  beneath  this  another 
layer  made  up  of  cells  scattered  irregularly  among  a  rich 
supply  of  blood-vessels.  Corti  attributed  to  the  stria 
vascularis  the  important  function  of  secreting  the 
endolymph.  A  difference  of  opinion  has  existed  among 
those  who  have  made  a  study  of  the  stria  regarding  the 
origin  of  the  cells  found  in  the  deeper  layer.  Corti,  Kolliker, 
Waldyer,  Retzius  and  Prenant,  have  held  the  view  that  these 
are  epithelial  cells  derived  from  the  surface  layer  of 
epithelium.  On  the  other  hand  Boettcher,  Gottstein, 
Sehwalbe,  Baginski,  Katz  and  Leimgruber,  believed  that 
these  cells  are  of  mesoblastic  origin  derived  from  the 
underlying  connective  tissue.  As  a  matter  of  fact  those 
who  have  studied  the  stria  in  its  adult  state  have  found 
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these  eells  possessing  much  the  character  of  epithelium;  on 
the  other  hand  these  ceils  in  the  embryo  possess  characters 
which  suggest  strongly  a  mesoblastic  origin. 

From  the  work  that  has  been  done  on  this  structure  it  is 
quite  evident  thai  the  methods  at  our  disposal  for  the 
preparation  of  material  for  histological  study  are  not  such 
as  can  decide  for  us  this  problem  by  differentiating  between 
cells  of  epithelial  origin,  and  those  of  mesoblastic  origin. 
The  determination  of  the  character  of  these  cells  must 
come  therefore  through  tracing  their  origin  in  the  embryo. 
In  making  a  study  of  the  development  of  the  stria  vascularis 
the  following  three  stages  are  found:  First,  where  a  single 
row  of  epithelium  is  found  along  the  outer  wall  of  the 
ductus  cochlearis,  occupying  the  site  of  the  future  stria 
vascularis.  A  distinct  basement  membrane  separates  this 
layer  of  epithelium  from  the  underlying  connective  tissue. 
Second  stage,  where  a  loosely  arranged  reticular  net-work  of 
cells  has  formed  beneath  a  surface  layer  of  somewhat 
flattened  cuboidal  epithelial  cells,  all  evidence  of  the  base- 
ment membrane,  which  was  present  in  the  first  stage,  has 
disappeared.  Blood-vessels  have  developed  in  the  stria  at 
Ibis  period  and  lie  directly  beneath  the  surface  layer  of 
epithelium.  Third,  the  condition  found  in  the  fully 
developed  adult  stria  ;  here  the  reticular  formation  of  the 
deeper  layer  found  in  the  second  stage  has  disappeared,  the 
stria  forms  a  much  narrower  band  than  in  the  second  stage. 
A  few  cells  are  found  scattered  irregularly  among  the  blood- 
vessels in  the  deeper  layer  while  this  entire  structure  is 
penetrated  by  long  fibrillar  protoplasmic  processes  from 
the  surface  layer  of  epithelium.  It  seems  quite  clear  that 
the  cells  found  in  the  deeper  layer  of  the  stria  vascularis  in 
this  adult  stage  represent  the  cells  which  form  the 
reticulum  of  the  second  stage.  In  order  to  determine  there- 
fore, whether  the  cells  found  in  the  deeper  layer  of  the 
adult  stria  are  epithelial  or  whether  they  are  connective 
tissue  it  is  necessary  only  to  demonstrate  the  origin  of  the 
cells  forming  the  reticulum  of  the  second  stage.    It  was 
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this  problem  that  I  undertook  to  solve.  Those  who  had 
heretofore  worked  with  the  development  of  the  stria 
vascularis  had  concluded  that  the  cells  forming  the  reticu- 
lum the  second  stage  were  connective  tissue  because  in 
appearance  these  cells  resembled  connective  tissue,  no 
definite  proof  had  been  found  of  the  origin  of  these  cells. 

Since  a  histological  study  alone  could  not  be  relied  upon  to 
decide  this  problem  I  determined  to  attempt  a  micro- 
anatomical  demonstration  of  the  origin  of  the  cells  forming 
the  reticulum  of  the  second  stage.  The  demonstration 
depended  upon  a  study  of  the  basement  membrane  which 
in  the  first  stage  of  the  development  of  the  stria  we  found 
separating  the  single  layer  of  epithelium  from  the  under- 
lying connective  tissue.  This  membrane  we  have  observed 
had  disappeared  when  the  development  of  the  reticulum 
of  the  second  stage  was  completed.  It  occurred  to  me  that 
a  careful  study  of  this  basement  membrane  might  show  that 
it  was  still  present  when  the  formation  of  the  reticulum  of 
the  second  stage  had  already  begun.  In  this  case  the 
il  lation  of  the  membrane  to  these  cells  would  afford  a  posi- 
tive proof  of  the  origin  of  the  cells  forming  this  reticulum 
and  hence  of  the  cells  found  in  the  deeper  layer  of  the  adult 
sti'ia  vascularis. 

The  reticular  stain  of  Mallory  was  found  admirably  suited 
to  differentiate  the  basement  membrane  from  the  surround- 
ing structures.  The  material  used  was  the  embryo  of  the 
domestic  pig.  Considerable  difficulty  was  experienced  in 
securing  preparations  to  show  the  earliest  steps  in  the 
transition  from  the  first  to  the  second  stage,  that  is  the 
period  showing  the  beginning  of  the  reticular  layer.  Such 
preparations,  however,  were  at  length  secured  where  the 
reticulum  was  partially  formed,  and  before  the  basement 
membrane  had  disappeared.  In  examining  a  series  of  such 
preparations  it  was  clearly  shown  that  this  basement  mem- 
brane did  not  lie  directly  beneath  the  surface  layer  of 
epithelium,  as  would  he  the  case  had  the  cells  of  the  reticu- 
lum been  formed  from  1  he  underlying  connective  tissue,  nor 
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was  the  membrane  Pound  separating  the  reticular  layer 
from  the  underlying  connective  tissue  as  would  be  expected 
were  the  cells  of  the  reticulum  derived  entirely  from  the 
sui  lace  layer  of  epithelium  as  held  by  Retzius  and  others. 
On  the  other  hand  this  basement  membrane  staining  a 
brighl  blue  in  the  midst  of  structures  taking  largely  a 
reddish  stain  was  found  passing  directly  through  the  midst 
of  the  cells  forming  the  reticulum,  thus  giving  an  unmis- 
takable proof  that  the  line  of  division  between  the  epithelium 
and  connective  tissue  does  not  lie  directly  beneath  the 
surface  <d'  epithelium  as  was  claimed  by  those  who  held  that 
the  reticulum  was  entirely  of  connective  tissue  origin  nor 
does  this  line  of  division  lie  between  the  stria  and  the 
underlying  connective  tissue  as  was  claimed  by  Retzius  and 
those  who  believed  that  all  the  cells  of  the  deeper  layer  of 
the  stria  are  of  epithelial  origin.  The  position  of  this  base- 
ment membrane  passing  directly  through  the  midst  of  the 
developing  reticular  layer  shows  definitely  that  this 
reticulum  is  made  up  in  part  of  cells  derived  from  the 
surface  layer  of  epithelium  and  in  pail  of  cells  derived 
from  the  underlying  connective  tissue. 

Since  the  cells  found  in  the  deeper  layer  of  the  adult 
stria  vascularis  are  undoubtedly  derived  from  the  cells 
forming'  the  reticular  layer  as  found  in  the  second  stage 
of  the  development  of  the  stria  it  is  quite  (dear  that  in  the 
adult  these  cells  represent  a  mixture  of  epithelium  and 
connective  tissue.  In  other  words  the  line  of  division  in 
the  adult  stria  between  the  epithelium  and  the  connective 
tissue  elements  does  not  lie  directly  beneath  the  surface  oi 
epithelium  nor  between  the  deeper  layer  of  the  stria  and 
the  ligamentum  spiralae  but  this  line  passes  directly  through 
the  midst  of  the  cells  forming  the  deeper  layer  of  the  stria 
vascularis. 
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Discussion. 


Dr.  B.  Alexander  Randall : — My  own  study  of  the 
subject,  both  in  the  embryo  and  in  adult  life,  has  not 
enabled  me  to  reach  a  definite  conclusion;  but  these  are 
questions  about  which  we  can  not  be  too  definite  in  our 
understanding'.  The  stria  vascularis  is,  of  course,  regarded 
by  many  men  as  being  the  glandular  organ  secreting  the 
endolymph,  and  therefore  of  no  small  importance  in  the 
function  of  hearing.  I  can  only  commend  the  extreme  care 
and  skill  of  Dr.  Shambaugh  in  making  these  preparations. 
It  is  important  that  the  matter  should  be  studied  from 
human  specimens.  Too  often  studies  of  animal  tissues  are 
taken  for  the  basis  of  opinions  which  are  not  correct  for  the 
human  ear.  Such  studies  as  I  have  made  are  based  upon 
the  human  organ.  I  think  that  while  these  studies  may 
not  be  of  immediate  practical  importance  they  will  prove 
of  distinct  value  and  a  credit  to  our  Society  as  well  as  to  the 
author. 


A  CASE  OF  CEREBELLAR  ABSCESS  FOLLOWING 
CHRONIC  SUPPURATIVE  OTITIS  MEDIA;  OPERA- 
TION ;  DEATH:  AUTOPSY. 

By  EDWARD  BRADFORD  DENCH,  M.  D.,  New  York,  N.  Y. 

While  cases  of  brain  abscess  of  otitic  origin  are  far  from 
uncommon,  the  case  about  to  be  reported  presents  many 
unique  features.  It  is  only  by  the  careful  study  of  every 
case  of  this  kind,  that  our  knowledge  of  this  condition  can 
be  increased. 

F.  C.  P.,  aged  26,  consulted  me  first  in  March.  IS!)!),  on 
account  of  a  chronic  suppurative  otitis  media,  involving  both 
ears.  The  disease  had  begun  in  early  childhood,  when  the 
patient  was  eight  years  of  age.  Under  irrigation,  the  dis- 
charge from  both  ears  became  very  much  reduced  in 
quantity.  The  patient  was  kept  under  observation  at 
intervals,  for  a  period  of  six  years.  During  this  time,  the 
discharge  was  very  well  under  control.  In  the  spring  of 
1905,  however,  the  patient's  general  health  was  not  as  good 
as  it  had  been  in  the  previous  years,  and  he  seemed  to  be 
steadily  losing  flesh.  For  this  reason,  on  Oct.  9th,  1905,  a 
radical  operation  was  performed  upon  the  left  ear.  The 
righl  ear,  a1  this  time,  was  discharging  only  occasionally, 
although  the  drum  membrane  had  been  completely 
destroyed.  The  radical  operation  seemed  to  be  successful 
in  every  way.  At  the  time  of  the  operation  there  was  no 
exposure  either  of  the  sinus  or  the  dura,  ami  a  primary 
grafting  was  done.  About  three  days  after  the  operation 
slight  facial  paralysis  appeared  upon  the  affected  side.  This 
was  rather  persistent,  but  at  the  end  of  a  month  or  six  weeks 
it  almost  entirely  disappeared.  The  cavity,  six  weeks  after 
the  operation,  was  perfectly  dry,  except  for  a  small  area  in 
the  lower  and  anterior  part  of  the  tympanum,  where  a 
slight  amount  of  granulation  tissue  was  present,  and  where 
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the  probe,  introduced  through  the  granulation  tissue, 
detected  bare  bone. 

The  patient  made  a  trip  to  the  West  Indies,  and  returned 
about  February  much  improved  in  his  general  health. 
At  the  time  of  his  return  the  facial  paralysis  had 
almost  entirely  disappeared,  and  the  tympanic  cavity 
was  practically  dry.  About  February  9th,  1906,  the 
patient  again  consulted  me.  The  facial  paralysis, 
which  had  almost  disappeared,  as  before  stated,  was 
at  this  time  more  marked,  affecting  particularly  the 
palpebral  muscles,  so  that  it  was  impossible  for  the  patient 
to  close  the  eye  of  the  affected  side.  There  was  a  mass 
of  granulation  tissue,  about  the  size  of  a  small  pea,  occupy- 
ing the  antero-inferior  angle  of  the  tympanic  cavity.  This 
mass  of  granulation  tissue  wras  removed  by  means  of  the 
curette,  and  the  base  touched  with  the  fused  bead  of  nitrate 
of  silver.  The  patient  returned  to  his  home  in  Albany  on 
the  following  day.  After  the  patient's  return  home  his 
general  health  continued  poor:  he  felt  weak,  and  was  hardly 
able  to  attend  to  his  work.  About  ten  days  after  his  return 
home,  he  was  seized  with  an  attack  of  nausea  followed  by 
vomiting.  Coincident  with  these  gastric  symptoms,  the 
pat  ient  had  double  vision,  and  the  facial  paralysis  had  rather 
increased.  The  patient  also  complained  of  marked  in- 
coordination both  of  the  left  upper  and  lower  extremities. 
This  incoordination  was  so  -extensive  that  the  patient  could 
only  walk  with  the  greatest  difficulty.  These  symptoms 
increasing,  lie  was  sent  to  New  York  two  days  later.  At 
this  time,  he  was  examined  by  Dr.  E.  D.  Fisher  and  myself. 
Dr.  Fisher's  report  gives  a  detailed  account  of  the  nervous 
phenomena  present  at  that  time;  briefly,  they  were  as  fol- 
lows: The  reflexes  seemed  to  be  present  on  both  sides, 
perhaps  slightly  diminished  on  the  left  side.  There  was 
no  ankle  clonus,  and  no  paralysis,  either  motor  or  sensory. 
There  was,  apparently,  paresis  of  the  left  external  rectus 
and  left  superior  oblique  muscles,  which  accounted  for  the 
double  vision.  The  optic  discs  were  normal,  except  Cor 
slighl  congestion  of  the  veins.    This  congestion  did  not  pass 
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beyond  the  normal  limits.  The  visual  field  was  contracted, 
as  shown  mi  the  charts,  due  to  the  paralysis  of  the  ocular 
muscles. 


Visual  field  of  right  eye  (normal.) 


Visual  field  of  left  eye,  showing  narrowing  of  visual  field. 


CEREBELLAR  ABSCESS. 


269 


The  temperature  was  subnormal,  97°,  and  during  the  next 
twenty-four  hours  did  not  rise  above  98°  ;  the  pulse  was  82 
on  admission  to  the  hospital,  but  the  next  morning  sank  to 
68.  and  during  the  day  never  rose  above  70.  sometimes  being 
as  low  as  60.  The  patient  complained  of  no  headache.  The 
blood  count  at  this  time  showed  : 


The  blood  count,  therefore,  gave  no  indication  of  the 
presence  of  pus,  the  polymorphonuclear  percentage  being 
low.  Owing  to  the  ocular  symptoms,  combined  with  the 
incoordination,  subnormal  temperature  and  slow  pulse,  I 
was  inclined  to  believe  that  there  was  an  abscess  of  the 
cerebellum,  located  near  the  cerebello  pontine  angle.  As  the 
general  condition  of  the  patient  seemed  fairly  good,  and  as 
the  blood  count  did  not  seem  to  indicate  the  presence  of  pus, 
it  was  decided  to  postpone  interference  until  some  more 
definite  symptoms  might  declare  themselves. 

On  the  following  day  the  temperature  si  ill  remained 
subnormal.  The  pulse  varied  from  f>(>  to  70.  The  blood 
count  on  the  morning  of  this  day  was  as  follows: 


Red  corpuscles, 
White  corpuscles, 
Hemoglobin, 

Small  mononuclear  cells. 

Large  mononuclear  cells, 

Transitionals, 

Polynuclears, 

Eosinophils, 

Mast  cells, 


6,340,000 


12,800 
89% 
12.8'  , 
12.8'; 
1.6% 
72% 
.6%, 
.2% 


Red  cells. 

White  cells, 

Hemoglobin. 

Small  mononuclear  cells. 

Large  mononuclear  cells. 

Transitionals, 

Polynuclears. 

Eosinophiles, 

Mast  cells, 


5,520,000 


s. si  in 

SU- 
IT', 

13% 
2.6%, 
66.6« ; 


.4-;, 

.4% 
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A  second  blood  count  was  made  on  the  afternoon  of  the 
same  day,  and  w;is  as  follows: 


Red  cells, 
White  cells, 
Hemoglobin, 

Small  mononuclear  cells, 

Large  mononuclear  cells, 

Transitionals, 

Polynuclears, 

Eosinophiles, 

Mast  cells, 


5,560,000 


10,600 
81% 
20.4% 
6.2% 
1.8% 
70.8%, 
.2% 
.6% 


Up  to  this  time,  the  patient's  sensorium  had  been  practi- 
cally normal.  He  had  complained  of  nothing  except  slight 
headache  and  a  slight  stiffness  of  the  neck.  On  the  morning 
of  the  third  day,  the  patient  became  dull  and  stupid,  practi- 
cally comatose.  The  pulse  sank  to  52;  the  temperature  still 
remained  subnormal;  the  muscles  of  the  neck  were  rigid. 
In  the  afternoon  the  temperature  rose  to  102.8°.  The 
patient  was  immediately  prepared  for  operation. 

The  operation  consisted  in  first  thoroughly  exposing  the 
tympanic  cavity  through  an  incision  following  the  line  of  the 
old  cicatrix.  The  bony  walls  of  the  tympanic  cavity  were 
found  intact  in  every  direction,  except  at  the  lower 
and  anterior  portion  of  the  atrium,  where  a  small 
amount  of  granulation  tissue  and  a  little  softened 
bone  was  removed.  The  tegmen  tympani  was  perfectly 
healthy.  By  means  of  the  gouge  and  rongeur  the  lateral 
sinus  was  exposed  from  the  knee  to  the  bulb.  This  was 
found  to  be  perfectly  healthy.  A  portion  of  the  posterior 
wall  of  the  petrous  pyramid  was  then  removed,  so  as  to 
expose  the  dura  covering  the  anterior  surface  of  the  cere- 
bellum, that  is,  that  part  of  the  cerebellum  lying 
internally  to  the  lateral  sinus.  The  sinus  lay  rather 
far  forward,  and  it  was  impossible  to  expose  a  very 
Large  dura!  area  in  this  region.  A  director  was  introduced 
between  the  dura  and  the  bone,  but  no  extra-dural  collection 
of  pus  was  found.     The  cerebellar  fossa  was  then  exposed  by 
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reflecting  a  large  U-shaped  flap  upward.  The  anterior 
border  of  this  Hap  corresponded  to  the  mastoid  incision; 
its  lower  border  extended  from  the  tip  of  the  mastoid  process 
backward,  and  its  posterior  border  extended  upward  along 
the  median  line,  to  just  above  the  superior  curved  line  of  the 
occipital  hone.  The  soft  [tarts  and  periosteum  were  reflected 
upward,  exposing-  the  occipital  hone  below  the  superior 
curved  line.  The  cerebellar  fossa  was  entered  by  means 
of  the  gouge,  and  the  opening  rapidly  enlarged  with  the 
rongeur,  until  the  cerebellar  dura  was  exposed  over  an  area 
as  large  as  a  fifty-cent  piece.  The  mastoid  emissary  vein 
bled  freely,  and  it  was  necessary  to  plug  the  mastoid  foramen 
with  a  hit  of  sterilized  wood,  in  order  to  check  the 
hemorrhage.  The  cerebellar  dura  was  then  incised  hori- 
zontally, two  sutures  having  been  previously  introduced 
through  the  dura,  so  as  to  render  the  coaptation  of  the  edges 
easy,  in  case  no  abscess  was  found.  The  cerebellar  substance 
was  next  explored,  both  by  means  of  a  long,  narrow  knife 
and  by  means  of  a  director,  for  a  depth  of  about  an  inch 
and  a  half,  the  punctures  running  in  every  direction,  but  no 
pus  was  encountered.  The  dura  was  therefore  sutured, 
the  pericranial  flap  replaced  and  sutured  in  position,  and  a 
small  cigarette  drain  was  brought  out  at  the  lower  posterior 
angle  of  the  wound. 

Immediately  after  the  operation  the  patient's  condition 
was  very  critical.  On  the  morning  after  the  operation,  the 
pulse  was  very  weak,  respiration  labored,  and  of  the  Cheyne- 
Stokes  variety,  the  patient  was  unconscious  and  restless,  and 
unable  to  swallow.  The  neck  was  very  rigid,  the  eyes  were 
rolling  from  one  side  to  the  other;  micturition  was  involun- 
tary. Owing  to  the  fact  that  the  patient  could  not  swallow, 
rectal  ailmentation  was  at  once  begun.  About  noon  the 
patienl  became  conscious.  The  temperature  gradually 
fell,  so  that  at  midnight,  the  day  after  the  opera- 
lion,  the  temperature  was  normal.  On  the  second 
day  after  the  operation  the  temperature  did  not  rise 
above     99!/^°,     rectal.      The     patient     was  conscious, 
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answered  questions  readily,  there  w;is  no  evidence  of  any 
paralysis  of  the  extremities,  and  the  strength  was 
good.  The  incoordination  was  about  the  same  as  before 
the  operation,  but  the  double  vision  had  entirely  disappeared. 
The  patient  at  this  time,  was  able  to  take  nourishment  by 
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Temperature    chart,    case    of    cerebellar    abscess    and    sarcoma  of 
auditory  nerve  trunk. 


the  mouth.  The  wound  was  dressed,  and  the  parts  were 
found  to  be  in  good  condition. 

On  the  following  day.  that  is,  the  third  day  alter  the 
operation,  the  temperature  gradually  rose,  the  patient 
became  unconscious,  and  the  pulse  grew  weak.    The  patient 
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was  again  taken  to  the  operating  room,  and  a  second 
exploration  of  the  cerebellum  made,  without  any  pus  being 
found.  The  patient  was  returned  to  bed,  and  died  the 
following  day,  just  one  week  after  his  admission  to  the 
hospital.  The  temperature  during  the  last  twenty-four 
hours  of  life  rose  steadily,  until  just  before  death,  it  reached 
105.6°,  rectal. 

The  review  of  the  case,  together  with  the  post-mortem 
findings,  is  very  interesting.  These  latter  will  be  reported  in 
detail,  by  Dr.  George  S.  Dixon,  pathologist  of  the  Infirmary, 


Plate  I.  Section  of  brain  showing  cerebellar  abscess — (a)  abcess 
cavity.  The  anterior  limit  of  the  cavity  is  indicated  by  the 
dotted  line. 


who  has  kindly  consented  to  make  a  full  pathological  report. 
Without  entering  into  details,  I  will  say  simply  that  the 
pathological  examination  showed  a  cerebellar  abscess  at  the 
cerebellopontine  angle,  on  the  left  side,  the  abscess  extend- 
ing across  to  the  opposite  side.  (See  Plate  I.)  In 
addition  to  this,  there  was  a  fibro-sarcoma  of 
the  auditory  nerve,  the  growth  apparently  beginning 
in  the  cochlea  and  extending  outward  along  the  auditory 
nerve  trunk.  (See  Plate  II.)  It  seems  most  probable 
that  the  granulation  tissue  found  in  the  tympanum  about 
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two  months  after  the  radical  operation,  was  really  sarcoma- 
tous in  nature,  and  had  nothing  to  do  with  the  original 
suppuration. 

My  notes  show  that  the  ear  was  practically  dry  seven 
weeks  after  the  operation.  This  granulation  tissue,  then  - 
fore,  did  not  appear  until  almost  three  months  after  the 
ear  had  become  dry.  It  was.  thus,  undoubtedly  due  to  an 
extension  outward  of  the  neoplasm  from  the  cochlea  to  the 
tympanum. 


Plate    II.     Petrous    bone,   showing   fibro-sareoma   of   auditory  nerve 

trunk  ( a. ) 

A  curious  clinical  fact  in  this  connection,  is  that  although 
the  auditory  nerve  was  extensively  involved,  bone  con- 
duction was  exaggerated  on  the  affected  side,  and  the  tuning- 
fork  placed  on  the  brow,  was  heard  better  by  the  affected 
ear.  This,  in  spite  of  the  fact  that  the  cochlea  was  almost 
entirely  destroyed  by  the  new  growth. 
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From  a  surgical  point  of  view,  we  are  naturally  interested 
in  our  failure  to  evacuate  the  intracerebral  collection  of 
pus.  An  examination  of  the  brain  shows  that  the  exploring 
instrument  penetrated  the  cerebellar  substance  to  within 
about  a  quarter  of  an  inch  of  the  abscess.  Had  the  instru- 
ment been  carried  a  little  further  inward  and  upward,  the 
abscess  would  have  been  evacuated.  After  my  exploring 
instrument  had  traversed  the  cerebellar  substance  for  a  dis- 
tance of  one  and  a  quarter  inches,  I  desisted  from  carrying 
the  exploration  further  for  fear  of  entering  the  fourth 
ventricle,  although,  in  exploratory  puncture  of  the  cerebel- 
lum, I  have  entered  the  fourth  ventricle  without  any 
untoward  results.  No  operator,  however,  wishes  to  carry 
his  exploration  as  far  as  this,  and  I  therefore,  did  not  intro- 
duce the  exploring  instrument  as  far  as  I  should  have  done. 
It  seems  that  it  would  have  been  better  surgery  here,  to  have 
excised  a  portion  of  the  cerebellar  substance,  and  cautiously 
introduced  the  finger  into  the  cerebellar  substance,  as,  in 
this  way,  the  slight  resistance,  due  to  the  wall  of  the  abscess, 
might  have  been  detected,  and  the  abscess  might  then  have 
been  evacuated.  Owing  to  the  presence  of  the  neoplasm,  of 
course,  evacuation  of  the  abscess  would  not  have  saved  the 
patient's  life.  It  would  certainly  have  been  more  satisfac- 
tory, however  to  have  evacuated  the  pus  cavity  ante-mortem, 
than  to  have  discovered  the  same  on  autopsy. 

We  may  well  discuss  here  also,  the  technique  to  be  followed 
in  exploring  the  cerebellum.  The  most  frequent  area  of 
cerebellar  infection  is  directly  through  the  lateral  sinus,  and 
consequently,  the  most  direct  route  of  exploration  would 
be  through  the  sinus  wall.  If  the  sinus  contains  fluid  blood, 
however,  the  operator  naturally  hesitates  to  block  off  a 
healthy  sinus,  simply  because  incision  of  the  cerebellum 
through  the  sinus  wall  is  tht'  shortest  road  to  the  abscess, 
and  prefers  to  explore  the  cerebellum  either  behind  the 
sinus  or  in  front  of  it.  Prom  the  topography  of  the  tissues, 
there  is,  in  the  great  majority  of  cases,  but  little  space  for 
exploration  in  front  of  the  lateral  sinus,  and  even  if  an 
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abscess  were  opened  in  this  situation,  free  drainage  would 
be  almost  impossible.  It  seems  wiser,  therefore,  to  search 
for  these  abscesses  by  means  of  an  incision  posterior  to  the 
lateral  sinus,  even,  although  in  draining  the  abscess,  the 
purulent  collection  must  be  drained  through  almost  the 
entire  breadth  of  the  cerebellar  lobe. 

Personally,  I  think  that  the  region  of  election  for  explora- 
tion of  the  cerebellum  is  just  behind  the  lateral  sinus.  It 
is  almost  impossible,  however,  to  expose  a  large  area  here, 
in  most  cases,  owing  to  the  free  hemorrhage  which  occurs 
from  the  mastoid  emissary  vein.  It  was  for  this  reason,  in 
the  case  narrated,  that  the  exploratory  incision  of  the 
cerebellum  was  made  so  far  posteriorly.  In  another  in- 
stance, presenting  similar  symptoms,  I  think  that  I  should 
perform  the  operation  in  two  stages, — first,  exposing  a 
large  area  of  cerebellar  dura,  incising  the  dura,  and  packing 
off  the  subdural  space  as  a  preliminary  procedure.  In  this 
way,  the  pressure  due  to  an  abscess,  would  be  temporarily 
relieved,  and  in  the  course  of  a  few  hours,  the  subdural 
space  would  be  thoroughly  blocked  off  by  adhesions.  At  an 
interval,  varying  from  six  to  twenty-four  hours  after  the 
primary  operation,  I  should  then  explore  the  cerebellar  sub- 
stance by  means  of  the  knife.  Even  although  it  were 
necessary  to  penetrate  the  cerebellum  deeply,  there  would  be 
little  danger  of  subsequent  meningitis,  owing  to  the  oblitera- 
tion of  the  subdural  space  by  the  previous  packing,  and 
if  an  abscess  were  reached,  the  prospect  of  recovery  would 
certainly  be  greatly  enhanced,  and  a  fatal  termination  from 
subsequent  meningitis  would  very  probably  be  avoided. 

I  report  the  case  in  full,  not  only  on  account  of  its  interest- 
ing pathological  aspect,  but  in  the  hope  that  some 
suggestions  may  be  made  as  to  a  more  rational  plan  of 
surgical  procedure  in  cases  of  cerebellar  abscess. 

Out  of  16  cases,  reported  by  Okada,  as  cured  by  operation, 
(Diagnose  und  Chirurgie  des  Otogenen  Kleinhirnabscesses, 
May,  1900,  Klinische  Vortriige  aus  dem  (Jebiete  der 
Pharyngo-Rhinologie)  in  ten  the  cerebellar  suppuration  was 
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either  in  direct  communication  with  an  extradural  collection 
of  pus,  or  was  very  superficial.  In  only  six  of  the  cases, 
did  the  abscess  lie  at  any  depth.  Naturally,  if  a  superficial 
cerebellar  abscess  is  found  either  during  the  course  of  an  op- 
eration for  acute  mastoiditis,  or  during  the  radical  procedure, 
its  evacuation  presents  no  difficulties.  It  is  quite  a  different 
proposition,  however,  to  evacuate  a  collection  of  pus  deeply 
located  within  the  cerebellum,  and  it  is  upon  the  question 
of  the  appropriate  procedure  to  be  followed  in  these  eases, 
that  I  think  some  light  may  be  thrown  in  the  discussion. 

I  would  also  say  that  the  association  of  a  sarcoma  of  the 
auditory  nerve  with  a  cerebellar  abscess,  is  unique,  as  far 
as  I  know,  although  Ferreri  (Archivo  [taliano  di  Otologia 
Rinal.  e  Laring.,  Vol.  10,  fas.  1),  reports  a  case  of  sarcoma 
of  the  cerebellum,  secondary  to  abscess. 


SYMPTOMS  OP  CEREBELLAR  DISEASES. 


By  EDWARD  D.  FISHER,  M.  D. 

Professor  of  Mental  and  Nervous  Diseases,  University  and  Bellevue 
Hospital  Medical  College. 

(Read  by  invitation  before  the  American  Otological  Society.) 

The  diseases  of  the  cerebellum  arc  hemorrhage,  softening 
from  thrombus  or  embolism,  tumor,  meningitis  and  abscess. 
In  the  former  the  suddenness  of  the  onset  is  the  character- 
istic symptom.  We  observe  in  these  eases  mental  confusion, 
vertigo,  vomiting,  staggering  either  to  or  from  the  side  of 
the  lesion,  ataxia  of  the  side  affected,  i.  e.,  of  the  lesion  and 
often  paralysis  of  the  opposite  side  from  pressure  on  the 
pyramidal  tracts.  At  times  involvement  of  the  cranial 
nerves,  especially  the  7th  and  fith. 

These  symptoms  may  all  disappear  and  recovery  take 
place.  Naturally  we  get  no  optic  nerve  involvement.  This 
picture  is  not  different  in  softening  from  occlusion  of  the 
blood  vessels,  except  in  so  far  as  the  thrombosis  is  slower 
in  its  onset.  In  embolism,  however,  it  is  usually  sudden. 
This  condition  can  only  result  when  the  lesion  involves  the 
central  lobe  or  worm,  as  one  hemisphere  rarely  produces 
symptoms,  except  indirectly  by  pressure.  Tumor  of  the 
cerebellum  must  naturally  add  another  set  of  symptoms  to 
the  above.  In  the  first  place,  we  have  a  protracted  previous 
history  with  gradual  onset  of  symptoms,  one  being  added  to 
another. 

First  in  prominence  will  be  the  cephalalgia,  which  is 
usually  intense  and  no  where  in  the  brain  does  the  rule  hold 
more  surely  that  the  location  of  the  pain  is  no  indication 
of  the  local  ion  of  the  growth,  for  in  cerebellar  tumors  the 
severest  pain  is  often  situated  in  the  frontal  lobe.  Vertigo 
is  again  a  marked  symptom,  with  staggering  to  one  side, 
forward  or  backward.    The  direction,  however,  to  which 
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the  patient  fulls  or  is  violently  propelled,  as  occurs  in  some 
cases,  is  no  indication  of  the  site  of  the  lesion.  Irritative 
lesions,  as  shown  clinically  and  experimentally,  incline  the 
patient  away  from  the  site  of  the  lesion,  destructive  toward 
the  lesion,  hut  clinically  it  is  impossible  to  say  with  which 
we  have  to  do. 

The  vomiting  in  cerebellar  tumors  is  more  pronounced 
than  in  tumors  of  the  cerebrum.  Stupor  is  usually  present 
comparatively  early.  The  most  important  general  symptom 
is  optic  neuritis  but  this  again  is  rarely  a  guide  to  the 
localization  of  the  growth,  for  we  always  have  to  do  with 
a  double  neuritis,  although  in  some  cases  one  eye  may  be 
first  involved.  This  would  not,  however,  be  enough  to 
guide  us  in  operation.  In  some  cases,  in  fact,  optic  neuritis 
itself  may  be  absent. 

For  localization  of  the  cerebellar  lesion  therefore,  we 
have  to  depend  on  the  cranial  nerve  involvement.  If  to  the 
above  symptoms,  all  indicative  in  a  positive  way  of  a 
cerebellar  growth,  we  have  added  a  facial  paralysis  which 
by  its  completeness,  i.  e.,  involving  the  whole  half  of  the 
lace,  including  thus  the  forehead,  as  well  as  the  lower  part 
of  the  face  without  deflection  of  the  tongue  to  the  paralyzed 
side,  we  then  know  that  the  peripheral  nerve  on  that  side  is 
subject  to  pressure  by  the  growth.  Again  we  may  have 
alone  or  with  the  7th  the  6th  involved,  causing  internal 
strabismus,  or  the  8th  with  accompanying  deafness.  With- 
out, however,  such  complications,  there  can  be  no  absolute 
certainty  as  to  which  hemisphere  is  involved.  In  fact  with 
small  growths  in  the  hemisphere  or  in  growths  involving 
but  not  lying  within  the  substance  of  the  cerebellum, 
localization  may  be  impossible.  This  was  seen  in  a  case 
lasting  some  ll/2  years,  which  was  seen  by  myself  and 
several  others  during  that  whole  time,  in  which,  among  other 
diagnoses  that  of  Hysteria  had  been  made.  There  was  an 
absence  of  most  of  the  essential  symptoms  for  diagnosis. 
The  patient  had  headache,  vertigo  and  ataxia  of  one  side 
of  the  body,  but  an  absence  of  optic  nerve  affection,  facial 
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paralysis  or  strabismus.  The  final  stages  of  the  disease  gave 
evidence  of  a  cerebral  growth,  which  was  the  only  diagnosis 
made. 

Autopsy  showed  a  cystic  sarcoma  of  the  cerebellum,  not 
lying  in  the  structure  but  compressing  it,  and  the  pyramidal 
tract  of  the  same  side.  The  cranial  nerves  were  found  in 
the  growth,  although  all  the  structures  at  the  site  of  the 
growth  had  been  subjected  to  a  gradual  compression  with- 
out causing  destruction. 

In  inflammatory  disease  of  the  cerebellum  we  have  other 
things  to  guide  us.  The  etiological  factors  and  certain 
symptoms  indicative  of  the  presence  of  pus.  While  cere- 
bellar abscess  may  result  from  disease  of  the  pharynx,  nose 
or  follow  infective  diseases,  the  commonest  cause  is 
otitis  media.  With  this  present  we  have  it  always  in  mind, 
especially  in  the  chronic  cases  of  otitis,  involving  the  antrum 
or  tympanum.  While  disease  of  the  temporo  sphenoidal 
lobe  is  more  common,  it  seems  to  me  the  absence  of  symp- 
toms of  a  localizing  character  will  aid  us  in  making  our 
differential  diagnosis  in  cerebellar  abscess.  While  we  may 
have  in  temporal  disease  pressure  indirectly  of  the  7th  and 
3rd  nerves  we  do  not  as  a  rule  get  the  full  clinical  picture 
I  have  described  in  cerebellar  disease.  The  staggering, 
especially  of  the  propulsive  or  constrained  type  is  essentially 
characteristic  or  distinctive  of  cerebellar  affection.  In 
temporal  disease  if  we  get  word  deafness,  which,  however, 
is  rare,  we  have  a  definite  symptom  for  localization.  Deaf- 
ness (i.  e.  .general)  due  to  the  cerebral  lesion  does  not  occur 
where  only  one  lobe  is  affected  and,  in  fact,  could  rarely 
be  used  as  a  test  as  the  otitis  itself  in  many  cases  has  caused 
deafness  in  the  affected  ear.  There  can,  of  course,  be  little 
difficulty  in  differentiating  between  cerebellar  tumor  and 
cerebellar  abscess,  except  in  those  cases  of  otitis  where  there 
is  no  discharge  from  the  ear.  The  stupor  in  the  case  of 
tumor  is  due  to  compression,  perhaps  the  closing  in  some 
cases  of  the  foramen  majendie  and  a  resulting  internal 
hydrocephalus,  while  in  abscess  the  pressure  is  less,  and 
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may  vary  from  time  to  time  as  the  structures  break  down. 

Again  in  abscess  we  have  a  variable  temperature,  low, 
subnormal  or  high  and  a  pulse  varying  with  the  temperature, 
rapid  or  slow,  as  the  case  may  be.  The  blood  analysis, 
although  not  always  positive,  aids,  in  conjunction  with  other 
symptoms,  corroborative  in  character.  Rarely  again  do 
we  find  optic  neuritis. 

Meningitis  shows  more  irritative  symptoms,  the  retracted 
neck,  rigidity  of  the  extremities,  exaggerated  reflexes,  hyper- 
esthesia and  finally  coma  from  compression  due  to  the 
hydrocephalus. 

Sinus  thrombosis  gives  a  high  fever  and  chills,  oedema 
of  the  neck  and  mastoid  and  along  the  jugular  vein,  choked 
disc,  etc. 

The  case  which  I  had  the  opportunity  of  seeing  with 
Dr.  Dench  and  which  he  has  so  fully  reported,  gave  the 
usual  picture  of  mental  lethargy  peculiar  to  pus  absorption. 
There  was  at  no  time  any  loss  of  intelligence  provided  the 
attention  could  be  fixed,  there  was  marked  ataxia  of  the  side 
of  the  lesion,  a  facial  paralysis  but  no  sensory  disturbance. 
Complete  loss  of  equilibrium  with  almost  propulsive  falling 
to  one  side  and  forward.  No  change  in  the  reflexes.  All 
the  symptoms  pointed  to  a  cerebellar  lesion. 


REPORT  OF  AUTOPSY  AND  PATHOLOGICAL  FIND- 
INGS IX  A  CASE  OF  CEREBELLAR  ABSCESS  AFTER 
RADICAL  OPERATION  FOR  CHRONIC  PURULENT 
OTITIS  MEDIA. 

By  GEORGE  SLOAN  DIXON,  M.  D.,  New  York. 
(Read  by  invitation  before  the  American  Otological  Society  ) 

F.  P.  age  34  years,  a  patient  of  Dr.  E.  B.  Dench,  died  in 
the  X.  Y.  Eye  and  Ear  Infirmary.  March  3d,  1906. 

Autopsy  was  held  at  8:30  p.  m.  Present,  Drs.  Robinson, 
( lalhoun  and  Shine. 

Tlie  body  was  that  of  a  poorly  nourished  male.  Rigor 
mortis  was  well  marked.  The  usual  incision  for  mastoid 
operation  was  found  behind  the  left  ear.  It  had  been 
carried  back  in  the  direction  of  the  usual  T  a  distance  of 
6.5  em.  The  posterior  extremity  of  this  T  was  joined  by  a 
perpendicular  incision  carried  upward  over  the  occiput  a 
distance  of  4  cm.  There  was  also  present  evidence  of  a 
Stacke  operation  having  been  performed,  and  the  sinus  was 
exposed.  There  was  an  operative  wound  through  the  oc- 
cipital bone  which  measured  23x15  mm,  somewhat  circular 
in  form  directly  behind  the  left  ear.  The  centre  of  this 
opening  wras  6.5  cm.  from  the  centre  of  the  external  auditory 
meatus.  The  dura  had  been  incised  in  the  middle  of  this 
opening.  No  pus  was  seen,  the  wound  being  in  good  con- 
dition. 

There  was  nothing  unusual  about  the  dura  except  two 
very  large  pacchionian  bodies  on  the  left  side,  which 
will  be  referred  to  later. 

On  removing  the  dura  the  cerebral  vessels  were  seen  to  be 
greatly  engorged.  A  sero-purulent  leptomeningitis  was 
present,  more  intense  on  the  left  than  on  the  right  side.  It 
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was  limited  below  by  the  fissure  of  Sylvius,  in  front  by  the 
tip  of  the  frontal  lobe,  and  behind  by  the  occipital  lobe. 
The  arachnoid  was  studded  with  very  fine  points  through- 
out the  area  of  the  meningitis,  suggesting  tuberculosis. 

When  the  brain  was  being  removed  a  very  offensive  odor 
was  noted,  due  to  pus  apparently  coming  from  the  right 
cerebellar  hemisphere,  but  it  could  not  at  this  stage  be 
definitely  located.  After  the  brain  had  been  entirely  re- 
moved its  base  was  inspected,  but  showed  no  evidence  of 
meningitis.  In  this  position  both  cerebellar  hemispheres 
were  incised  and  found  normal  except  for  the  small  clots  and 
tracts  of  the  exploratory  punctures  on  the  left  side.  The 
right  lateral  ventricle  was  next  opened  and  found  full  of 
bloody  serum  under  pressure.  The  left  ventricle  was  then 
opened  and  found  to  contain  fluid  of  the  same  character, 
but  there  was  not  so  much  of  it, — it  had  probably  drained 
through  the  incision  made  into  the  right  ventricle.  Finally 
the  fourth  ventricle  was  opened  and  found  empty  and  ap- 
parently normal. 

The  brain  was  then  turned  base  down  and  search  con- 
tinued for  the  source  of  the  pus.  On  separating  the  occipital 
lobes  a  small  necrotic  area  about  the  size  of  a  silver  dime 
was  noted  on  the  upper  surface  of  the  left  quadrate  lobe 
of  the  cerebellum,  well  forward,  and  near  the  outer  border 
of  the  superior  vermiform  process.  On  cutting  through  at 
this  point  an  abscess  cavity  was  found  filled  with  about  a 
third  of  a  drachm  of  foul  smelling  rather  creamy  pus, — the 
balance  bad  escaped.  The  abscess  cavity  was  roughly 
triangular  and  measured  antero-posteriorly  25  mm,  verti- 
cally 16  mm,  and  laterally  21  mm,  the  lateral  limbus  pass- 
ing through  the  vermes  to  the  opposite  side.  That  portion 
of  the  cavity  located  on  the  left  side  presented  naked  eye 
appearances  of  a  well  marked  pseudo-membrane,  while  that 
portion  extending  to  the  opposite  side  appeared  to  be  of 
more  recent  origin  as  no  membrane  was  present  and  the 
surrounding  tissue  bad  the  appearance  of  more  acute  though 
not  intensely  active  inflammation.    Fig  1. 
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Fig.  1.    Left  half  of  brain  showing  (a)  abscess  cavity,  dotted  line 
indicating  its  extent  and  form. 

The  location  of  exposure  of  the  left  cerebellar  hemisphere 
was  near  the  outer  border  of  the  posterior-inferior  lobe. 
•  The  distance  from  this  point  to  the  nearest  portion  of  the 

abscess  cavity  was  45  mm,  and  the  direction  upward  at  an 
angle  of  nearly  45°  and  slightly  toward  the  vertical  median 
plane.  All  the  exploratory  punctures  were  directed  too 
low  by  about  10°  a  trifle  too  far  to  the  outer  side,  and  not 
far  enough  forward  by  about  10  mm.  to  reach  the  abscess 
cavity. 

Nothing  could  be  found  about  the  base  of  the  skull,  about 
the  sinuses  or  temporal  bone  or  brain  to  indicate  the  course, 
or  source  of  infection,  except  that  the  meningitis  was 
secondary  to  the  cerebellar  abscess. 

A  bulbous,  somewhat  nodular  tumor  was  found  embracing 
the  auditory  and  facial  nerves  in  the  meatus  auditorius 
interims  of  the  left  side.  Its  free  portion  measured  11  mm. 
in  diameter,  by  10  mm.  in  the  line  of  the  nerves.    Fig.  2. 

At  the  time  of  the  autopsy  smears  were  made  from  the 
miliary  nodules  on  the  arachnoid,  from  the  lepto-meningea] 
sero-pus,  and  from  the  pus  of  the  abscess  cavity.    They  were 


CEREBELLAR  ABSCESS. 


285 


Fig.  2.     Stereograph  of  portion  of  left  temporal  bone  showing  fibro- 
sarcoma protruding  through   the   internal   auditory  meatus. 


all  negative.  Cultivations  were  made  from  the  abscess  pus 
in  bouillon  and  on  agar.  There  was  no  growth  on  the  agar. 
At  the  end  of  two  days  there  was  a  very  slight  cloudiness 
of  the  bouillon  which  subsided  as  a  fine  deposit  at  the  bot- 
tom of  the  tube.  On  the  third  day  subcultures  were  made 
in  bouillon  on  agar  and  blood  serum.  There  was  no  growth 
in  the  bouillon,  and  but  the  faintest  suggestion  of  a  growth 
on  the  agar  which  soon  died.  The  blood  serum  was  negative. 
The  organism  found  on  examination  of  the  culture  was  a 
small  coccus,  singly  in  pairs  and  short  chains,  the  chains  be- 
ing well  enough  marked  and  sufficiently  numerous  to  permit 
of  the  diagnosis  of  a  slow  growing  attenuated  form  of  strep- 
tococcus. 

Microscopically  the  case  presents  a  few  interesting  features. 
Seel  ions  were  made  of  the  cerebellar  tissue  about  the  abscess 
cavity,  of  the  nerves  throughout  their  course  to  the  exit  of 
the  facial  at  the  stylo-mastoid  foramen,  which  included,  of 
course,  sections  of  the  tumor  in  the  internal  auditory  canal, 
the  cochlea,  vestibule  and  semi-circular  canals.  The  speci- 
mens were  all  fixed  in  10'/,  solution  of  formalin  in  normal 
salt  solution,  and  the  bone  was  decalcified  in  Politzer's 
nitric  acid  and  salt  solution.    Sections  were  stained  with 
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Delafield's  haematoxylin  and  eosin,  by  Van  Geisen's  method, 
and  by  Weigert's  for  nerve  degeneration;  also  by  Loftier 's 
blue,  gentian  violet,  Gram  and  Ziehl  for  germs. 

While  there  appeared  to  be  a  well  marked  pseudo-mem- 
brane about  the  larger  portion  of  the  abscess  cavity,  it  did 
not  show  so  well  in  section.  There  was  of  course  a  necrotic 
layer,  but  instead  of  being  sharply  defined  as  it  appeared 
macroseopieally,  it  shaded  off  gradually  into  the  surround- 
ing cerebellar  tissue.  There  was  also  degeneration  about 
the  lateral  limb  and  considerable  hyperaemia.  No  germs 
were  found. 

Beginning  with  their  superficial  origin  the  facial  and 
auditory  nerves  reacted  positively  to  Weigert  until  within 
a  short  distance  of  the  tumor  which  embraced  the  nerves 
at  the  meatus  auditorius  interims.  They  here  began  to 
gradually  show  degeneration.  A  few  fibres  passed  around 
the  tumor,  but  they  were  lost  about  the  middle.  The  interior 
of  the  tumor  contained  no  nerve  fibres  which  would  react  to 
Weigert,  but  the  remains  of  a  few  degenerated  bundles  were 
found  after  careful  search. 

The  tumor  itself  was  composed  of  rather  dense  connective 
tissue  principally,  between  the  fibres  of  which  small  round 
cells  were  found  in  every  portion  of  the  growth.  In  the  in- 
terior of  the  tumor  where  the  fibrous  tissue  was  scanty  there 
were  comparatively  large  collections  of  these  cells;  here, 
the  blood  vessels  had  no  walls,  or  presented  a  single  layer 
of  endothelium  only.  The  vessels  in  the  capsule,  which 
was  formed  by  the  sheath  of  the  nerves,  occasionally  showed 
thickened  Avails,  though  many  were  of  the  same  character 
as  those  just  referred  to  in  the  interior  of  the  growth. 
Slight  pigmentation  was  also  noted.  The  tumor  was 
decidedly  sarcomatous,  and  must  be  classed  as  a  fibro- 
sarcoma. 

There  was  no  erosion  of  the  internal  auditory  canal. 

The  cochlea  was  completely  destroyed  by  the  growth. 
Not  a  vestige  remained  within  the  capsule  to  indicate  that 
there  had  ever  been  an  organ  of  special  sense  present.  No 
nerve  fibres  were  found. 
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The  vestibule  \v;is  filled  with  cells  corresponding  in  char- 
acter to  those  found  in  the  cochlea,  or  where  the  cochlea 
should  have  been.  There  was  no  trace  of  utricle,  saccule 
or  macula  acoustica. 

None  of  the  semicircular  canals  appeared  to  have  been 
invaded  by  the  growth.  The  external  bony  canal  had  been 
opened  where  it  is  in  closest  relation  with  the  tympanum,  but 
the  membranous  tube  was  intact.  All  the  membranous  canals 
were  more  or  less  collapsed.  A  few  small  hemorrhages 
were  found  in  their  lumen,  and  in  the  perilymph  spaces. 
The  supporting  connective  tissue  was  increased,  and  in  some 
Locations  it  was  sufficiently  increased  to  encroach  on  the 
lumen  of  the  tubes.  There  was  still  present  a  suggestion  of 
the  remains  of  degenerated  Cristae. 

The  facial  nerve  beyond  the  hiatus  Pallopii  showed  de- 
generation, but  a  few  fibres  still  reacted  to  Weigert. 

The  tympanum  showed  very  little.  No  ossicles  were 
found  except  the  carious  foot  plate  of  the  stapes  in  the  oval 
window;  neither  crura  could  be  found.  A  portion  of  the 
skin  graft  was  found  intimately  adherent  to  the  bone  in  the 
vicinity  of  the  round  window.  The  epithelium  had  appar- 
ently proliferated,  and  the  appearance  of  this  form  of 
cell  in  the  tympanum  was  somewhat  disquieting  until  the 
fact  was  recalled  that  skin  grafting  had  been  practiced  in 
the  case.  i  i ! 

Sections  of  the  hypertrophied  pacchionian  bodies  showed 
their  vessels  large  and  engorged  with  blood.  There  was 
slight  interstitial  hemorrhage,  and  collections  of  small  round 
cells  were  found  about  some  of  the  vessels.  No  germs  were 
present. 

Conclusions:  The  patient  died  of  seropurulent  lepto- 
meningitis secondary  to  cerebellar  abscess  (apparently  due 
to  a  slow  growing,  attenuated  form  of  streptococcus,  which 
ran  a  sub-acute  course,  and  had  probably  been  present  for 
a  considerable  Length  of  time. 

The  tumor,  fibro-sarcoma,  was  primary  in  the  cochlea. 
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Discussion. 

Dr.  Frederick  L.  Jack: — I  think  we  have  all  been  very 
much  interested  in  hearing  such  a  complete  history  of  cere- 
bellar abscess,  thanks  to  the  assistance  of  Dr.  Dixon  and  Dr. 
Fisher,  and  1  am  sure  the  society  is  very  grateful  to  these 
gent  lemen. 

I  was  thinking,  while  Dr.  Deneh  was  reading  his  paper, 
what  might  have  happened  if  he  had  followed  the  suggestion 
he  made  later  of  dividing  the  operation  into  two  stages,  and 
if  also  he  had  removed  a  portion  of  the  cerebellum.  I  am 
told  that  no  bad  symptoms  follow  the  removal  of  quite  a 
considerable  portion  of  the  cerebellum.  Perhaps  in  this  case 
if  a  portion  of  it  had  been  removed  he  might  more  easily 
have  entered  the  pus  cavity. 

Dr.  Philip  Hammond: — Dr.  Dench's  suggestion  of  divid- 
ing the  operation  into  two  stages  and  possibly  removing  a 
portion  of  the  cerebellum  recalls  a  case  upon  which  I 
operated  last  year  when  the  society  was  having  its  annual 
meeting  in  Boston.  It  was  seen  with  Dr.  James  J.  Putnam, 
the  neurologist  to  the  Eye  and  Ear  Infirmary.  There  were 
cerebellar,  symptoms,  but  on  exposing  the  dura  over  the 
cerebellum  it  was  decided  best  not  to  go  through  it  at  that 
operation.  The  area  of  the  bone  removed  relieved  the 
patient  for  the  time,  but  in  a  few  days  time  the  symptoms 
became  worse.  The  dura  was  then  divided,  and  no  pus 
appearing  immediately  underneath,  the  finger,  encased  in  a 
rubber  glove,  was  introduced  into  the  cerebellum  for  about 
one  and  a  half  inches  before  pus  was  found.  Even  then  it 
was  not  liberated,  but  a  soft  yielding  sac  was  encountered 
by  the  finger.  This  was  punctured  and  something  like  two 
ounces  of  pus  evacuated.  Following  the  operation  there 
was  considerable  hernia  and  acting  on  Dr.  Putnam's  sug- 
gestion, I  took  out  nearly  a  half  of  that  hemisphere  of  the 
cerebellum.  The  patient  improved  markedly  after  the 
operation,  and  for  three  weeks  we  had  hopes  that  he  would 
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recover,  but  at  the  end  of  that  time  there  developed  general 
encephalitis  and  he  died. 

Dr.  George  L.  Richards: — I  should  like  to  ask  the 
neurologists  and  Dr.  Dench  if  they  have  had  any  experience 
with  combined  eerebral  and  cerebellar  abscess  .'  I  had  one 
such  experience  in  which  the  abscesses  were  drained  and 
the  child  did  well  for  a  time  and  then  commenced  to 
practically  fade  away.  The  tube  in  the  cerebral  abscess  ran 
a  sanious  fluid,  thin  and  foul  smelling.  The  patient  lived  a 
few  weeks.  After  death  it  was  found  that  the  cerebellum 
was  involved  in  an  abscess  which  had  not  been  discovered. 
Was  the  cerebellar  abscess  secondary  to  the  cerebral,  or  were 
both  primary? 

Dr.  P>.  Alexander  Randall: — I  have  had  an  opportunity  of 
seeing  in  the  practice  of  my  surgical  colleagues  and  in  my 
own  a  number  of  such  cases.  There  was  one  case  in  which 
a  large  pai't  of  each  cerebellar  lobe  was  removed  with 
wonderfully  little  effect  upon  the  patient,  who  lived  for 
quite  a  long  while  and  was  greatly  relieved  of  the 
symptoms  caused  by  the  tumor,  which  was  the  reason  for 
the  operation,  but  was  not  found.  It  was  very  well  shown 
in  some  of  these  eases  how  easy  it  was  to  expose  the  internal 
auditory  canal  and  study  the  surface  of  the  petrous  portion, 
which  is  a  point  of  considerable  value  in  cases  like  this, 
where  an  abscess  is  sought.  The  experience  I  have  had  in 
the  difficulties  sometimes  encountered  in  reaching  abscesses 
of  the  cerebellum  would  point  to  the  strong  necessity  for 
laying  the  parts  wide  open  and  gently,  but  firmly,  displacing 
the  cerebellum  so  that  we  may  explore  its  front  surface, 
because  here  nine  times  out  of  ten  is  the  infection.  Of 
course  it  is  easy  to  be  misled  by  methods,  but  it  is  a  good 
otological  rule  that  the  abscess  is  in  Sl)'  (  in  immediate  rela- 
tion to  the  aural  lesion  and  that  it  is  nearly  so  in  a  still 
further  proportion.  Remembering  that  the  lateral  sinus  is 
the  source  of  many  of  our  cerebellar  abscesses,  and  that  the 
labyrinth   is  the  source  of  nearly  all  the  rest,  we  must 
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naturally  look  to  the  portions  of  the  brain  which  are  nearest 
to  these  structures,  if  we  are  to  find  the  entrance  point  and 
locate  the  abscesses  readily.  I  have  myself  made  what  I 
consider  a  very  fair  exploration  of  the  cerebellum  for  a 
considerable  abscess  and  round  later  that  while  it  was  per- 
haps the  size  of  a  half  dollar,  it  was  also  as  thin  as  thai  ; 
that  it  was  partly  sub-pial  and  that  I  had  touched  the  wall 
again  and  again  without  penetrating  it;  whereas  if  the 
cerebellum  had  been  pressed  hack  and  the  region  of  the 
internal  auditory  canal  inspected  it  would  have  been  plainly 
in  sight.  As  to  the  suggestion  of  Dr.  Dench,  of  attacking 
the  abscess  through  the  sinus,  except  in  following  a  fistulous 
track,  I  would  like  to  say  a  word  of  protest.  I  cannot 
believe  that  it  is  good  surgery  to  open  the  brain  in  what 
must  commonly  be  an  exploration,  through  infected  tissue. 
If  it  is  a  healthy  sinus  we  do  not  need  to  go  through  it; 
and  if  it  is  diseased  we  had  better  take  some  other  line  of 
approach  to  explore  the  brain  and  avoid  the  danger  of 
carrying  in  infection.  It  should  be  our  general  rule  to  make 
a  separate,  ahseptic  exploration. 

Dr.  C.  J.  Kipp : — I  should  like  to  ask  if  there  was  any 
nystagmus  present  in  this  case? 

Dr.  Dench:— No. 

Dr.  Kipp : — In  these  cases  of  abscess  of  the  cerebellum  we 
often  have  nystagmus  and  efforts  have  been  made  of  late  to 
make  the  nature  of  the  nystagmus  useful  in  differentiation. 
I  have  tried  to  do  this,  but  failed.  I  could  not  find  that  one 
could  distinguish  between  the  nystagmus  due  to  cerebellar 
abscess  and  that  due  to  labyrinthine  suppuration.  Neumann 
says  that  when  due  to  abscess  of  the  cerebellum  the  nystag- 
mus is  at  first  to  the  side  that  is  not  diseased  and  then 
suddenly  will  go  over  to  the  other;  that  the  nystagmus  is 
most  marked  when  looking  to  the  left  when  the  disease  is 
on  the  left  side  and  then  suddenly  turns  to  the  other  side, 
while  in  labyrinthine  disease  the  movements  of  the  eyes  are 
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always  toward  the  side  upon  which  it  starts.  I  have  seen  a 
number  of  cases,  however,  and  could  not  make  this 
distinction. 

Dr.  Edward  D.  Fisher: — In  regard  to  Dr.  Jack's  remark 
as  to  ablation  of  a  part  of  the  cerebellum,  experimentally  on 
animals  it  has  been  found  that  they  soon  recover  and  very 
little,  if  any,  permanent  injury  is  done.  We  experimented 
willi  a  number  of  monkeys  and  in  each  case  the  animal  made 
a  good  recovery.  The  same  thing  applies  to  dogs  upon 
which  a  series  of  such  operations  were  performed. 

Dr.  E.  B.  Dench  (closing  discussion)  : — I  have  nothing 
further  to  say.  except  to  ask  Dr.  Randall  if  he  understood 
that  1  advocated  blocking  off  the  sinus?  In  certain  eases 
I  believe  the  route  of  the  sinus  is  the  proper  way  to  go.  If 
the  inner  wall  is  black  and  we  apparently  have  softening  it 
is  the  ideal  place  to  open,  not  because  it  is  the  shortest  way, 
but  because  you  are  following  right  along  the  tract  of  in- 
fection and  that  is  the  best  way  to  drain.  The  chances  are 
that  you  will  go  directly  into  the  pus  cavity  and  avoid  the 
danger  of  hernia  because  draining  through  an  area  of  con- 
densed tissue.  Of  course  I  woidd  not  open  up  the  sinus 
otherwise. 

The  operation  in  two  stages  will  probably  have  more 
advocates  in  the  future,  for  I  think  we  would  practically 
waste  no  time  in  this  way  and  the  danger  of  hernia  and 
possibility  of  subsequent  meningitis  would  be  lessened. 


THE  RADICAL  MASTOID  OPERATION  MODIFIED  TO 
ALLOW  THE  PRESERVATION  OP  NORMAL  HEAR- 
ING. 

By  DR.  W.  SOH1ER  BRYANT,  New  York,  N.  Y. 

The  hope  of  preserving  the  hearing  led  ns  to  modify  the 
technique  of  the  radical  mastoid  operation  in  cases  which 
had  had  good  hearing  up  to  a  short  time  before  the  radical 
operation.  These  are  usually  cases  of  acute  extensive  in- 
volvement of  the  temporal  bone,  more  rarely  cases  of  otitis 
media  purulenta  chronica,  in  which  the  sound-conducting 
mechanism  has  been  retained  more  or  less  intact. 

Our  object  in  these  cases  is  to  remove  all  the  diseased 
bone  and  to  produce  perfect  drainage,  while  at  the  same 
time  preserving  the  auditory  function  of  the  middle  ear. 
The  ligamentous  attachments  and  mucous  membrane  re- 
duplications of  the  ossicular  system  lie  between  the 
epitympanum  and  the  atrium  and  prevent  through  drainage, 
though  they  allow  drainage  from  both  their  upper  and 
lower  surfaces.  To  establish  this  drainage,  we  make  a 
"U  "-shaped  myrangotomy  to  drain  the  atrium  and  open  the 
mastoid  antrum  to  drain  the  eyitympanum.  We  must  also 
remove  all  the  diseased  bone  to  arrest  the  progress  of  the 
infection  and  open  all  the  cells  of  the  middle  ear  system  to 
throw  them  into  one  cavity  leading  to  the  epitympanom. 
The  outer  anterior  wall  of  the  antrum  should  be  wholly  taken 
away  except  enough  to  support  the  annuhis  with  the 
adjacent  membrana  tympani.  Of  course,  the  suspensory 
ligament  of  the  malleus  must  be  protected  from  injury,  also 
the  fan-shaped  ligament  of  the  incus.  By  these  procedures, 
we  are  able  to  drain  the  upper  and  back  part  of  the 
tympanum  through  the  mastoid  wound  and  the  lower 
anterior  part  through  the  meatus  without  permanent  injury 
to  the  sound-conducting  mechanism. 
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The  figure  shows  the  operative  field  in  an  individual  who 
had  no  occipital  cells,  a  few  superior  petrosal  cells,  and  large 
jugular  cells,  a,  Auricle;  b,  Skin  flap;  c,  Periosteum;  f, 
Posterior  wall  of  osseous  meatus ;  h,  Sterno-mastoid  muscle ; 
j,   Digastric   muscle;   k,   Posterior   wall    of  membranous 


meatus;  1,  Convexity  of  sigmoid  sinus;  m,  Mastoid  antrum; 
n,  Jugular  cells;  o,  Superior  petrosal  cells;  p,  Tegmen;  r, 
Anterior  wall  of  osseous  meatus;  u,  Horizontal  semicircular 
canal;  w,  incus;  x,  Annulus  tympanicus;  y,  Membrana  tym- 
pani;  z,  Suspensory  ligament  of  the  malleus. 

A  case  in  point  is  a  lad  17  years  old,  who  had  had  trouble 
off  and  on  with  otitis  media  purulenta  of  his  left  ear  and 
was  suffering  from  an  acute  attack  associated  with  headache 
lasting  six  weeks.  Marked  swelling  of  the  temporal  region 
lifted  the  auricle  from  its  natural  position.  There  was  some 
mastoid  tenderness.  The  patient  was  anaesthetized  with 
ether.    A  complete  "U  "-shaped  section  of  the  drum  mem- 


294 


BRYANT. 


brane  was  made,  close  to  the  cartilaginous  ring,  and  the 
usual  post-aural  incision  was  made  down  to  the  bone.  Peel- 
ing back  the  periosteum  exposed  a  discolored  cortex  and  a 
granulating  sinus  in  the  bone.  Curettage  of  the  sinus  freed 
a  quantity  of  pus.  The  mastoid  process  was  found  com- 
pletely disintegrated  and  it  was  wholly  removed,  together 
with  all  cellular  structures.  Special  attention  was  given 
to  the  zygomatic  cells  on  account  of  the  temporal  swelling. 
The  dura  mater  was  exposed  over  the  tympanum  and  the 
sinus  was  uncovered  at  the  knee.  It  appeared  healthy.  The 
posterior  wall  of  the  osseus  meatus  was  removed  close  up  to 
the  annulus  typmanicus.  The  upper  wall  of  the  meatus  was 
also  removed  until  the  outer  and  lower  walls  of  the  attic  or 
floor  of  the  nitch  were  taken  away  and  the  body  of  the  incus 
and  the  head  of  the  malleus  with  its  suspensory  ligament 
and  the  fan-shaped  ligament  of  the  incus  were  exposed. 
The  ossicles  and  their  attachments  were  not  disturbed.  The 
carving  about  the  ossicles  was  done  with  a  front-bent  gouge. 
In  the  rest  of  the  excavation  most  of  the  bone  was  soft 
and  was  removed  with  a  curette.  A  rongeur  was  used  to 
remove  the  harder  bone.  A  flap  of  the  membranous  and 
cartilaginous  meatus  was  made  by  a  cut  which  extended 
along  the  floor  and  backward  and  upward  at  the  outer 
margin  of  the  canal.  The  wound  was  closed  and  allowed  to 
fill  with  blood.  The  meatus  was  lightly  packed  with  plain 
gauze  and  a  moist  saline  dressing  applied  over  all.  Bacterio- 
logical examination  of  the  mastoid  pus  showed  mixed 
infection,  while  the  aural  pus  contained  diplococci. 

First  day,  changed  posterior  dressings  which  were  soaked 
but  sweet.  2nd  day,  wound  in  good  condition;  gauze 
removed  from  the  meatus.  3rd  day,  changed  dressings ; 
patient  up,  and  dressed.  5th  day,  canal  dry  and  sweet; 
wound  sweet  and  nearly  dry.  8th  day,  patient  went  home 
with  a  practically  dry  ear.  10th  day,  wound  practically 
dry.  11th  day,  both  ear  and  wound  dry.  15th  day,  wound 
all  epidermatized.  16th  day,  watch  heard  by  the  left  ear  at 
13  inches.    There  had  been  no  pain  since  the  operation. 
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173rd  day,  watch  heard  in  the  right  ear  at  50  inches ;  in  the 
left  ear,  46  inches.  The  scar  is  linear  and  smooth  except  for 
a  small  keloid  at  the  upper  angle.  The  post-aural  surface 
is  perfectly  even.  There  has  been  no  pain,  tinnitus,  nor 
stiff  neck.  A  well-developed  mastoid  process,  the  counter- 
part of  its  fellow,  can  be  seen  and  felt  on  the  left  side  where 
it  had  previously  been  ablated.  253rd  day,  watch  heard 
in  left  ear,  at  6  feet ;  in  right  ear,  10  feet. 


Discussion. 

Dr.  Samuel  Theobald : — I  congratulate  Dr.  Bryant  on  his 
disposition  to  do  radical  work,  and  at  the  same  time  preserve 
the  hearing.  It  is  a  point  which,  it  seems  to  me,  is  too  often 
lost  sight  of,  the  one  idea  being  to  be  RADICAL  in  the 
operation,  without  reference  to  the  effect  upon  hearing. 
If  it  is  possible  to  perform  these  operations  with  the  satis- 
factory results  that  Dr.  Bryant  has  reported  and  at  the 
same  time  save  the  hearing,  it  is  important  that  the  fact 
should  be  pointed  out  and  emphasized. 


REPORT  OF  A  CASE  OF  KRAIN  ABSCESS. 


By  J.  E.  SHEPPAIiD,  M.  D.,  Brooklyn,  N.  Y. 

Mr.  P.,  aged  54,  carpenter,  was  first  seen  by  me  March 
7,  '06,  in  consultation  with  Dr.  A.  F.  Griffiths,  who  had  been 
called  in  to  see  him  earlier  the  same  day,  and  who  at  once 
asked  for  a  consultation.  The  patient  had  been  seen  by  a 
physician  about  three  weeks  before,  who  advised  the  family 
to  see  an  ear  specialist  at  once  but  nothing  had  been  done 
in  this  direction,  so  that  the  patient  had  been  practically 
without  treatment  excepting  by  home  remedies. 

The  history  was  that  about  three  and  a  half  weeks  previ- 
ously the  patient  had  had  pain  in  the  left  ear  for  a  few  days, 
accompanied,  and  followed,  by  severe  pulsating  tinnitus; 
at  no  time  was  there  any  discharge  from  the  ear;  the  pain 
is  described  as  having  been  at  first  in  the  ear,  later  in  the 
occipital  region ;  there  had  been  moderate  deafness  many 
years,  and  this  had  much  increased  during  this  attack;  for  a 
week  or  more  there  had  been  a  left  facial  paralysis,  more 
marked  the  last  two  or  three  days.  For  two  or  three  nights 
the  patient  had  talked  peculiarly,  and  last  night  and  today 
had  been  distinctly  delirious. 

When  I  saw  him.  patient  was  mentally  dull;  had  difficulty 
in  finding  words  with  which  to  express  his  meaning; 
paralysis  of  left  side  of  face;  apparently  moderate  mastoid 
tenderness.  External  canal  contained  considerable  pus — 
after  the  removal  of  which  it  was  seen  that  there  was  a 
sagging  posterior-superior  wall  so  that  the  m.  t.  could  not 
be  seen;  no  external  mastoid  symptoms.  Temperature  about 
100°. 

An  incomplete  examination  of  the  nose  gave  evidence  of  a 
suppurative  ethmoiditis,  with  possible  involvement  of  other 
sinuses.  From  the  history  this  would  seem  to  be  an  old 
affair,  but  had  to  be  considered  as  a  possible  source  of  intra- 
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cranial  infection.  However,  with  the  history  of  earache 
three  or  four  weeks  before,  facial  paralysis  apparently 
peripheral,  and  some  mastoid  tenderness,  a  probable 
diagnosis  of  otitic  brain  abscess  was  made;  the  patient  was 
advised  to  go  to  the  hospital  for  operation,  and  Dr.  Brown- 
ing's aid  was  asked  to  help  us  in  its  localization. 


NOTES  ON  LOCALIZATION. 

By  WM.  BROWNING,  M.  D. 
Examined  at  the  Brooklyn  Hospital,  March  8,  1906. 

The  patient  was  a  man  of  54  years,  and  otherwise  in  good 
health.  He  gave  a  history  of  some  trouble  with  the  left  ear 
years  ago.  Hearing  nil  in  that  ear,  and  very  poor  in  the 
right  as  well. 

For  a  month  or  more  there  had  been  pain  about  the  left 
ear.  Recently  motor  weakness  developed  on  that  side  of  the 
face,  and  trouble  in  speech  of  an  aphasic  character,  followed 
by  irregular  delirium,  especially  violent  at  night.  He  could 
he  rational,  but  tended  to  ramble  off  in  his  talk.  Some  rise 
in  T.  was  found;  pulse  rate  about  in  comparison.  In  the 
ear  itself  no  evidence  of  any  fresh  aural  trouble  could  be 
found,  and  the  general  question  arose  whether  it  was  an 
ear  case  or  one  of  other  origin.  To  determine  this  from 
the  neurological  side  I  was  called  in,  but  only  had  an 
opportunity  for  one  hurried  examination. 

Clearly  there  was  some  form  of  cerebral  involvement. 
Hut,  what  was  its  nature,  its  seat,  and  its  source? 

While  the  eventual  problem  in  this  case  was  one  of 
cerebral  localization,  other  neurological  questions  came  up, 
and  their  answer  paved  the  way  for  the  rest. 

The  natural  starting  point  for  interpretation  appeared  to 
be  the  facial  paresis.  Upon  the  determination  of  the  seat 
of  this  hinged  that  of  the  source  of  infection. 

That  it  was  "peripheral"  in  type  was  demonstrated  by 
the  following  facts:    (1)  11  was  on  the  same  side  as  the 
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recent  pain.  (2)  II  affected  all  branches  of  the  facial  some- 
what;— not  however  as  definitely  the  upper  as  the 
lower  (he  was  able  at  times  to  wink  the  left 
eye  nearly  as  well  as  the  right.)  (3)  There  was 
no  trace  of  involvement  of  other  parts,  as  arm  or  tongue 
(such  as  might  have  occurred  if  so  considerable  a  lesion 
were  central).  It  may  he  granted,  however,  that  these  three 
points  were  rather  presumptive  than  definite  proof  of  its 
peripheral  character.  (-4)  The  involvement  of  taste  on  that 
side  of  the  tongue  (hence  lesion  of  the  chorda  tympani). 
While  it  was  difficult  to  get  satisfactory  or  direel  replies 
(so  deaf,  aphasic,  and  excitable,  was  the  patient),  he  seemed 
lo  indicate  both  when  tested  for  sour  and  for  sweet,  that  he 
perceived  each  much  more  acutely  or  exclusively  on  the 
other,  i.  e.  on  the  righl  side  of  the  tongue. 

Taken  together  these  facts  indicated  recent  trouble  in  the 
left  ear.  and  also  that  it  must  probably  be  the  source  or 
point  of  origin  of  his  cerebral  condition. 

A  variety  of  related  matters  might  be  mentioned  in 
passing.  The  lid  reflex  from  either  cheek  was  preserved. 
Likewise  sensation  about  the  face.  The  pupils  were  equal 
and  reacted  to  light.  Tongue  was  protruded  straight. 
Each  arm  showed  only,  and  equal  radial  jerks.  Grasp  of 
hands  on  the  two  sides  was  shown  by  the  dynamometer  to 
be  in  proportion.  The  lower  extremities  were  in  every 
way  normal ;  he  could  walk,  stand,  etc. 

The  second  question  was  as  to  the  nature  of  his  cerebral 
affection.  The  main  facts  for  deciding  this  were:  (1) 
There  was  the  ear  as  a  presumptive  soiirce.  (2)  The  rise 
in  temperature.  (3)  A  mixed  aphasia  of  acute  origin.  (4) 
Slight  changes  in  the  optic  disc  (right  not  examined;  left 
showed  blurring  of  outline  and  some  congestion  of  vessels). 
(5)  The  delirium  and  excitability,  yet  perfect  ability  to 
respond  rationally; — a  condition  almost  pathognomonic  of 
septic  poisoning  in  a  somewhat  debilitated  person.  (6) 
Once  lie  showed  a  tendency  to  drop  into  stupor.  The  mental 
state  in  this  respect,  however,  was  hardly  such  as  to  suggest 
abscess. 
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These  facts  pointed  to  a  fresh  infectious  lesion  within  the 
brain  substance.  And  this  could  only  mean  an  abscess 
(encephalitis  here  merely  an  incipient  abscess).  Even  the 
asserted  greater  frequency  of  otitic  abscess  on  the  right  side 
was  not  sufficient  to  invalidate  this  conclusion. 

Lastly  we  come  to  the  problem  of  cerebral  localization,  in 
the  narrower  sense. 

There  was  wo  interference  with  the  motor  side  of  speech, 
no  motor  aphasia.  Taste  on  the  opposite  side  of  the  tongue 
appeared  preserved.  Smell  not  definitely  determined. 
Repitition  of  spoken  words  (shouted  in  his  right  ear)  was 
immediate  and  always  perfect ;  hence  the  auditory  tracts  and 
center,  and  the  path  from  the  hitter  to  the  motor  speech 
center  were  all  intact.  This  in  part  was  also  verified  and 
extended  by  his  prompt  response  to  requests  for  action,  as 
to  sit  up  or  to  show  his  right  hand.  All  muscles  on  the 
opposite  side  of  the  body,  even  those  of  the  arm  and  head, 
remained  unaffected;  hence  the  whole  motor  cortex  could 
be  excluded  from  suspicion  of  involvement.  And  as  above 
indicated,  all  forms  of  sensation  (barring  vision)  were  also 
undisturbed.  From  these  facts  it  followed  that  the  lesion 
could  not  well  be  anywhere  in  front  of  the  ear;  it  must  be 
somewhere  farther  back. 

Spontaneous  and  responsive  speech  was  sometimes  correct, 
but  often  wrong  or  unintelligible, — and  so  not  distinctive. 
He  confused  words  at  times  also,  as  "face"  and  "favors", 
"questions"  and  "clothes",  etc.  Gave  his  age  as  48,  when 
really  f>4. 

Tests  of  reading,  however,  gave  definite  results.  Here 
he  used  the  wrong  word  every  time.  But  he  read  without 
hesitancy.  And  it  was  very  noticeable  moreover  that  in 
attempts  at  reading  he  invaribly  employed  words  of  the  same 
length  as  those  in  the  text,  and  also  that  he  used  the  same 
number  of  words.  This  showed  that  he  really  saw  the 
printed  words  and  sized  them  up  correctly  as  to  volume. 
It  was  clear  not  only  that  gross  vision  was  preserved  but 
also  the  ability  to  recognize  the  nature  of  printed  matter, 
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and  that  consequently  his  visual  memory  center  (in  the 
left  outer  occipital  region)  was  more  or  less  in  proper  work- 
ing order.  Hence  the  trouble  or  interference  must  be  with 
the  path  connecting  this  with  his  motor  speech  center 
(constituting  a  form  of  visual  aphasia  or  paralexia,  but  not 
apraxia  or  soul-blindness). 

This  gave  the  final  basis  for  concluding  (especially  in  view 
of  the  ear  as  a  source)  that  the  lesion  must  be  just  back  of 
the  hearing  center  in  the  left  temporal  lobe. 

From  a  scientific  standpoint  a  fuller  study  of  details 
would  have  been  desirable,  as  for  forms  of  hemianopsia, 
agraphia,  or  other-  ex-visual  activity. 

In  view  of  all  the  facts  and  by  a  comparison  of  standard 
charts,  1  advised  seeking  the  abscess  at  or  beneath  a  point 
two  inches  above  and  a  scant  inch  and  a  half  back  of  the 
mid-point  of  the  external  auditory  meatus.  Dr.  Sheppard 
inserted  the  needle  through  a  convolution  thus  determined 
(supposed  to  be  the  posterior  portion  of  the  second 
temporal).  Recognizing  the  direction  from  which  the  in- 
fection must  have  come,  he  gave  the  tip  of  his  trocar  a 
slightly  downward  movement,  and  promptly  found  pus  at  a 
depth  of  one-half  inch. 

Though  the  subsequent  course  has  not  been  uninterrupted, 
he  has  made  a  complete  recovery.  When  I  last  saw  him, 
on  April  6th,  the  aphasia  and  facial  palsy,  incl.  hemiageusia, 
had  disappeared.  Evidently  the  paralexia  must  have  been 
due  to  pressure  oedema  and  congestion  surrounding  the 
abscess. 

I  might  say  that  a  pocket  of  pus  was  found  in  one  of  the 
mastoid  cells  at  the  operation. 

Operation  March  8th : — A  long  sigmoid  vertical  incision 
was  made;  the  mastoid  antrum  opened  through  a  very  hard 
cortex;  the  sinus  was  found  far  forward,  and  the  middle 
fossa  extending  low  down  ;  in  the  antrum  was  found  con- 
siderable pus,  granulation  tissue,  and  necrotic  bone.  No 
soft  spot  could  be  detected  on  the  inner  cortex.  A  large 
area    of    dura    was    exposed    postero-superiorly  from 
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external  auditory  canal ;  a  Map  opening  of  dura,  into  which 
the  brain  bulged  considerably;  at  Dr.  Browning's  suggestion 
as  to  location  a  trocar  and  canula  were  introduced  into  the 
brain  substance  at  a  point  about  1%  inches  pos- 
terior to  and  iy»  inches  above  the  center  of  the 
external  auditory  canal;  with  the  removal  of  the 
trocar  at  a  depth  of  about  \ -  inch,  pus  at  once  began 
to  flow,  altogether  perhaps  two  or  three  drams,  not  offensive. 
A  knife  was  then  introduced  to  enlarge  the  opening,  and 
through  this  was  introduced  Whiting's  Encephaloscope. 
Through  this  the  pus  cavity  could  be  inspected — was  seen 
to  be  very  poorly  walled  off,  and  to  contain  some  sloughs 
which  were  gently  wiped  out.  A  gauze  drain  (three  or  four 
1/2-inch  wide  strips  of  gauze  rolled  in  Iodoform  and  Boric 
Acid)  and  usual  gauze  dressing  applied.  Wound  was 
dressed  daily  for  five  and  a  half  weeks. 

March  9th. — Pulse  intermittent — mild  delirium,  and  at- 
tempts to  get  out  of  bed. 

March  12th. — Hears  better — more  rational,  less  aphasia— 
f e  els  c  om  for  tab  1  e . 

March  15th. — Patient  more  restless ;  temperature,  which 
had  been  normal  three  days,  rose  to  101 .4°.  Mental  con- 
dition much  worse. 

March  17th. — There  was  today  what  seemed  like  a 
rupture  of  a  second  abscess  into  the  bottom  of  the  original 
cavity — total  depth  fully  l1/^  inches.  Temperature  normal- 
rubber  drain  used. 

March  25th. — A  week  later;  very  little  change  in  general 
condition;  moderate  discharge  from  sinus  in  brain,  which 
seems  to  be  granulating  or  collapsing,  or  filling  up  from  the 
bottom. 

March  29th. — Temperature  up  to  103.4°.  Discharge  pro- 
fuse, and  brain  very  tense — general  and  mental  condition 
much  worse. 

April  1st. — Tension  diminished,  discharge  less.  Tempera- 
ture normal.  From  this  time  on  there  were  no  unfavorable 
symptoms,  and  patient  was  discharged  cured  April  25th. 
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Discussion. 

Dr.  E.  B.  Dench : — There  are  one  or  two  points  in  con- 
nection with  the  report  that  are  interesting  in  comparison 
with  a  ease  I  had  several  years  ago.  One  is  the  failure  of- 
gauze  drainage  and  immediate  improvement  after  insertion 
of  rubber  tube.  I  believe  there  are  a  certain  number  of 
eases  where  we  must  drain  with  the  tube.  Then  as  to  the 
development  of  the  second  abscess;  that  I  have  also  seen  in 
at  least  one  of  my  cases.  I  think  in  my  case  it  did  not 
rupture.  As  to  the  second  rise  in  temperature,  not  at- 
tributable to  the  abscess,  that  same  thing  happened  in  this 
ease.  The  patient  would  do  well  for  a  few  days  and  then 
the  temperature  would  take  a  jump  and  then  after  dressing 
the  symptoms  would  clear  up.  It  followed  very  much  the 
course  of  Dr.  Sheppard's  case. 

Dr.  B.  Alexander  Randall: — In  a  ease  reported  with  my 
colleague,  Dr.  Potts,  the  same  thing  happened.  The  gauze 
dressing  had  to  be  removed  and  a  tube  substituted,  and  a 
secondary  abscess  was  found  opening  into  the  other. 

It  seems  to  me  that  a  word  more  might  well  be  said  as  to  the 
matter  of  the  pulse  in  relation  to  this  subject.  Dr.  Dench 's 
chart  of  the  case  he  reported  awhile  ago  struck  me  as  being 
extremely  typical  as  to  pulse.  The  lowered  pulse  rate  has 
so  usually,  in  my  experience,  marked  any  trouble  of  this 
kind,  as  in  the  case  just  referred  to  where  the  case  was 
originally  one  of  intradural  abscess  without  any  evidence 
of  cerebral  abscess;  but  as  soon  as  the  cerebral  involvement 
occurred,  the  pulse  dropped  far  below  normal;  and  the 
secondary  abscess  was  heralded  in  the  same  way.  This  point 
has  not  always  been  made  as  clear  as  it  should  be. 

Dr.  E.  B.  Dench: — With  reference  to  the  lowered  pulse, 
just  mentioned  by  Dr.  Randall,  I  made  a  diagnosis  last  year 
of  t einpero-sphenoidal  abscess  on  the  pulse  alone.  A  radical 
operation  had   been   done   two   weeks   before   sailing  for 
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Europe.  A  persistent  slow  pulse  developed  and  I  said  there 
is  certainly  a  tempero-sphenoidal  abscess.  There  was  no 
other  symptom  except  this  persistent  slow  pulse.  Operation 
was  performed  and  the  abscess  found  in  the  tempero- 
sphenoidal  lobe. 


SIX  CASES  OF  THROMBOSIS  OF  THE  LATERAL  SINUS 
OPERATED  UPON  IN  THE  EAR  WARD  OF  THE  MT. 
SINAI  HOSPITAL  IN  THE  COURSE  OF  THE  PAST 
WINTER. 

By  EMIL  GRUENING,  M.  D.,  New  York. 

These  cases  of  sinus  thrombosis  were  treated  in  Mt.  Sinai 
Hospital  and  blood  cultures  were  taken  by  Dr.  E.  Libmau 
and  Dr.  Epstein  of  the  Pathological  Laboratory  of  the  Hos- 
pital. Both  these  gentlemen  are  present  and  will  demonstrate 
to  yon  the  manner  in  which  the  blood  cultures  were  taken 
and  how  the  streptococcus  was  differentiated  from  the 
pneumococcus.  The  organism  found  in  the  blood  culture 
was  identical  with  that  found  in  the  pus,  the  clot,  and  the 
vein  wall.  The  treatment  in  all  the  cases  consisted  first  in 
the  mastoid  operation,  followed  by  ligation  and  extirpation 
of  tlie  jugular  vein,  and  the  removal  of  the  thrombus.  In 
three  of  the  cases  the  blood  culture  was  positive  and  showed 
actual  streptococcamiia,  and  all  of  these  recovered.  Of  the 
other  three  cases,  two  recovered  and  one  died  of  meningitis. 

Case  I.  Double  Mastoiditis  with  Sinus  Thrombosis  on  the 
Left  Side. 

The  patient,  a  young  boy,  was  brought  into  Mt.  Sinai 
Hospital  with  a  discharge  which  had  existed  for  three  years. 
For  a  few  days  prior  to  admission  he  had  suffered  from 
headache,  vomiting,  high  temperature,  and  chills.  His  tem- 
perature rose  to  105°  and  then  dropped  to  101°.  In  this 
condition  he  was  brought  to  the  hospital  in  an  ambulance. 
Examination  showed  that  he  had  a  double  mastoiditis  and 
he  was  operated  upon.  It  was  found  that  he  had  a  softening 
of  the  bony  covering  of  both  sigmoid  sinuses.  The  sinuses 
were  exposed  and  the  child  was  returned  to  bed.  The  tem- 
pera! nre  would  rise  as  high  as  105°,  fall  to  100°,  and  then 
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rise  quickly  again  to  105°.  The  boy  was  carried  a  second 
time  to  the  operating  table  and  both  sinuses  were  inspected; 
a  circumscribed  white  discoloration  in  one  sinus  wall  was 
found.  Both  sinuses  seemed  soft  and  yet  it  was  thought  that 
there  might  be  a  sinus  thrombosis.  The  eyes  were  examined 
and  both  optic  disks  were  found  hypenemic  ;  there  were  no 
definite  indications  for  an  operation  upon  the  sinus.  The 
next  day  the  child  again  had  a  temperature  of  105°  and  an 
optic  neuritis  was  found  on  one  side.  The  sinus  on  the  righl 
side  showed  some  change — some  patches  which  looked  white 
while  on  the  left  side  it  appeared  to  be  normal.  The  sinus 
was  opened  on  the  strength  of  the  optic  neuritis  and  was 
found  to  contain  an  infected  clot.  The  jugular  vein  wras 
tied  as  well  as  the  facial  before  the  clot  was  removed.  When 
an  attempt  was  made  to  remove  the  upper  clot  the  amesthctist 
said  that  he  could  not  count  the  child's  pulse  and  that  the 
operation  would  have  to  be  interrupted.  The  sinus  had  not 
been  completely  exposed  above,  so  a  piece  of  iodoform  was 
pushed  into  the  sinus  and  when  this  was  withdrawn  the  clot 
came  out  with  it,  followed  by  a  large  gush  of  blood.  The 
patient  made  a  good  recovery  and  was  discharged  from  the 
hospital  on  the  second  of  January. 

The  interesting  points  of  this  case  were  the  bilateral 
mastoiditis,  the  exposure  of  both  sigmoid  sinuses,  and  the 
diagnosis  of  thrombosis  of  the  Left  sinus  made  by  the  ophthal- 
moscope. Another  feature  was  the  removal  of  the  clot  by 
the  insertion  of  iodoform  gauze  into  the  lateral  sinus  and  the 
withdrawal  of  a  plug  of  iodoform  gauze. 

Case  II..  Acute  Mastoiditis:    Thrombosis  of  Lateral  Sinus. 

The  patient,  a  woman  of  40  years,  was  admitted  into  the 
hospital  January  18,  1906.  A  week  previously  she  had 
caught  cold  and  had  a  sudden  onset  of  severe  pain  in  the 
right  ear,  with  fever  and  chilly  sensations.  In  a  few  days 
the  ear  discharged  and  the  pain  was  relieved.  The  discharge 
continued,  however,  and  the  patient  was  feverish  most  of 
the  time.     Examination  showed  marked  si^ns  of  toxaemia 
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with  tenderness  over  the  ear  and  mastoid,  accompanied  by 
oedema.  The  usual  mastoid  operation  was  performed.  The 
sigmoid  sinus  was  exposed — the  hone  covering  being  soft— 
for  about  a  quarter  of  an  inch  just  above  the  upper  knee.  The 
sinus  was  soft,  blue,  and  compressible.  The  wound  w  as  packed 
with  iodoform  gauze.  Pns  culture  showed  streptococcus. 
Following  the  operation  the  temperature  fell  to  99.2°,  but 
rose  again  to  103.4°  in  the  afternoon  of  the  19th.  The  tem- 
perature continued  high  and  the  patient  showed  signs  of 
sinus  thrombosis,  the  sinus  appearing  firm  and  white.  A 
second  operation  was  performed  on  the  20th.  The  right 
jugular  vein  was  doubly  ligated  and  exsected.  Two  facial 
veins  were  found  instead  of  one.  Both  were  doubly  tied 
and  cut  between  the  two  ligatures.  On  opening  the  sinus  a 
thrombus  was  removed.  There  was  tree  bleeding  from  the 
upper  knee.  The  haemorrhage  was  checked  wtih  iodoform 
gauze  and  dry  dressing  was  applied  with  a  bandage  over 
the  head  and  neck.  The  patient  rested  well  after  the  opera- 
tion; the  general  condition  improved.  On  the  23rd  she  com- 
plained of  pain  in  the  left  ear.  Examination  showed  the 
drum  to  be  red  and  swollen,  and  there  was  a  small  bluish 
bleb  springing  from  the  floor  of  the  canal.  A  paracentesis 
was  performed  and  considerable  pus  was  evacuated  from 
the  left  ear.  The  wound  in  the  right  side  of  the  neck  was 
dressed  and  the  wound  in  the  neck  found  to  be  clean.  The 
mastoid  wound  was  exposed  and  a  clot  removed  from  the 
lower  knee.  As  much  as  possible  of  the  sinus  wall  was  cut 
out.  The  general  condition  of  the  patient  was  good,  but 
there  was  a  fairly  marked  general  bronchitis.  The  next  day 
the  temperature  ranged  around  102  .  reaching  103*  at  mid- 
night. The  discharge  from  the  left  ear  was  slight  and  there 
were  no  signs  of  mastoiditis  on  that  side.  On  June  25th  the 
temperature  again  rose  to  105°  and  there  was  a  further  ex- 
ploration of  the  right  sinus  for  thrombosis.  The  former  incision 
over  the  right  ear  was  joined  by  another  running  backward 
over  the  course  of  the  lateral  sinus  and  the  bone  was  re- 
moved for  half  an  inch  further  back.    A  clot  was  found  in 
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the  lateral  sinus  and  removed,  together  with  as  much  of  the 
\v;ill  of  the  vein  as  pdssible.  Grauze  packing  was  inserted 
into  the  sinus  and  the  mastoid  wound  was  dressed.  The 
wound  in  the  neck  was  exposed;  retention  pus  was  found 
deep  under  the  stern o-cleido  muscle.  The  wound  was  cleaned 
and  packed.  Dry  dressing  applied.  On  the  following  day 
the  temperature  reached  102°,  but  the  general  appearance  of 
the  patient  was  improved.  More  of  the  elol  was  removed 
from  the  lateral  sinus  backward  toward  the  toreular  until 
free  bleeding  occurred.  This  was  checked  with  iodoform 
gauze.  After  this  the  temperature  gradually  returned  to 
normal,  the  wound  healed,  and  the  patient  was  discharged 
on  March  13th. 

Case  III.   Acute  Mastoiditis :   Sinus  Thrombosis. 

The  patient,  a  little  girl  aged  five,  was  admitted  to  the 
hospital  April  L'fi.  1906.  Excepting  for  an  attack  of  cerebro- 
spinal meningitis  in  early  childhood  she  had  always  been 
healthy.  A  week  before  entering  the  hospital  she  suffered 
with  severe  pain  in  the  right  ear  and  moderate  fever.  Later 
she  vomited,  had  chills  and  high  temperature.  Two  days 
before  admission  a  paracentesis  was  performed,  since  which 
time  the  discharge  has  been  profuse.  Examination  showed 
the  patient  to  be  well  nourished.  There  was  a  profuse  dis- 
charge from  the  right  ear.  The  superior  and  posterior  walls 
of  the  canal  bulged  so  that  the  drum  could  not  be  seen. 
There  was  a  slight  tenderness  over  the  mastoid  region.  The 
usual  mastoid  operation  was  performed,  revealing  extensive 
disease.  The  antrum  was  exposed  and  cleaned  out.  The 
ossicles  were  not  disturbed.  The  zygomatic  cells  and  entire 
tip  were  soft  and  necrotic,  and  the  cells  over  the  sinus  were 
filled  with  pus  and  granulations.  All  diseased  tissue  was 
removed.  The  cavity  was  irrigated,  cleansed  with  alcohol 
and  packed  with  plain  gauze.  A  wet  dressing  of  Thiersch 
solution  was  applied.  Pus  culture,  streptococcus;  blood 
culture  negative.  The  patient  reacted  well,  but  at  midnighl 
the  temperature  rose  suddenly  from  100.4°  to  105.6°,  falling 
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to  99.4°  by  noon.  After  this  the  child  improved  steadily  and 
whs  discharged  cured  on  the  16th  of  May. 

Two  days  later  she  was  brought  back  to  the  hospital  be- 
cause of  renewed  temperature.  The  temperature  ran 
an  irregular  course  for  five  days  with  slight  discharges  it 
was  determined  to  expose  the  sinus.  The  sinus  plate  which 
was  norma]  al  the  original  operation  was  found  to  be  soft. 
This  was  removed  and  the  sinus  exposed  for  1 1  inches.  It 
was  soft,  appeared  normal,  and  was  not  incised.  The  wound 
was  washed  with  normal  sail  solution  packed  with  iodoform 
gauze.  A  dry  dressing  was  applied.  Blood  culture  again 
negative.  The  temperature  continuing  to  be  irregular,  an- 
other operation  was  performed  on  May  28th.  The  lateral 
sinus  was  exposed  and  incised,  and  found  to  be  thrombosed. 
The  jugular  and  facial  veins  were  both  exposed,  ligated,  and 
cut.  Half  an  inch  of  clot  was  removed  :  as  much  of  the  sinus 
wall  as  could  be  reached  was  cut  away.  This  was  followed 
by  a  free  flow  of  blood  from  above  and  below.  Gauze  pack- 
ing and  dry  dressing.  Culture  from  the  thrombus  showed 
streptococci  ;  blood  culture,  negative.  The  temperature  still 
continued  irregular  after  the  second  operation,  and  on  June 
2nd  the  wound  was  again  opened  and  half  an  inch  of  clot  was 
removed.  The  temperature  fell  to  normal  the  next  day,  but 
immediately  rose  again  and  continued  high,  the  patient  be- 
coming gradually  worse.  On  June  6th  she  had  convulsions, 
beginning  on  the  right  side  of  face  and  extending  to  the  limbs 
and  body,  and  died  on  the  morning  of  June  7th. 

Case   IV.     Mastoiditis:     Thrombosis    of   Lateral  Sinus, 
Streptococcaemia. 

The  patient,  a  schoolboy  12  years  of  age,  of  Russian 
parentage,  was  admitted  to  the  hospital  March  7.  1906. 
About  12  days  previously  he  was  suddenly  seized  with 
vomiting.  A  few  days  later  he  complained  of  pain  in  the 
right  ear.  had  high  fever,  and  vomited  frequently.  Four 
days  ago  the  right  drum  membrane  was  incised  and  pus 
obtained.    The  pain  subsided  but  the  general  condition  did 
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not  improve.  Examination  showed  the  patient  to  be  fairly 
well  nourished.  There  was  slight  tenderness  over  the  mas- 
toid region  and  an  enlarged  gland  below  the  region  of  the 
antrum.  No  discharge  from  the  canal.  The  patient  had  a 
fairly  well  marked  general  bronchitis.  The  temperature  was 
103.6°.  Mental  condition  rather  dull.  A  blood  culture  taken 
;>n  March  Sth  and  was  positive.  There  were  245  colonies  of 
streptococcus  to  1  ce.  of  blood.  On  March  9th  a  differential 
blood  count  was  made.  W.  B.  0.  11,000;  polynuclear  $'2  per 
cent.;  large  lymphocytes  4  per  cent.;  small  lymphocytes  13 
per  cent.;  eosiniphiles  1  per  cent.  There  was  no  sign  of  an 
inflammatory  process  in  ear  or  mastoid.  A  soft  systolic  mur- 
mur was  heard  at  the  apex,  transmitted  toward  the  axilla. 
Durin»-  the  night  the  temperature  reached  105.4°,  falling 
again  in  the  morning.  The  patient  said  that  he  felt  well. 
The  usual  incision  behind  the  ear  was  enlarged  by  a  cut 
running  backward  for  one  and  a  half  inches.  No  pus  was 
found,  but  the  bone  was  soft  and  unhealthy,  especially  in 
front  of  the  sinus  and  near  the  apex  of  the  mastoid.  The 
sinus  was  exposed  the  entire  distance  between  the  upper  and 
lower  knees.  Between  these  two  points  the  sinus  wall  was 
velvety  and  white.  It  was  incised  below  the  upper  knee  and 
bled  freely.  The  bleeding  was  checked  with  iodoform  gauze; 
a  dry  dressing  with  tight  bandage  was  applied.  Culture 
was  taken  from  the  mastoid;  it  showed  streptococcus.  The 
patient  reacted  well  after  the  operation  and  the  temperature 
fell  to  99°.  The  next  day  it  reached  102.8°  at.  11  o'clock, 
falling  again  shortly  after  to  100.6'  . 

On  .March  12th  the  temperature  rose  to  103.2°  at  noon, 
and  in  the  afternoon  it  again  rose  rapidly  to  105.4°.  Opera- 
tion. The  packings  were  removed  from  the  mastoid  cavity 
and  the  lateral  sinus  was  found  to  be  soft  and  lull  of  blood. 
The  righl  jugular  vein  was  ligated  and  excised.  A  piece  of 
the  wall  of  the  lateral  sinus  was  removed  and  a  clot  was 
found.  The  wound  was  then  packed  with  iodoform  gauze 
and  dressed.  The  bacteriological  examination  of  the  section 
of  Hie  internal  jugular  vein,  the  piece  of  wall   of  lateral 
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sinus,  and  the  clot  from  lateral  sinus  showed  streptococcus 
in  all  these  parts. 

The  next  day  the  wound  was  found  to  be  clean.  The  sinus 
was  exposed  and  a  small  clot  was  found  just  above  the  lower 
knee,  where  the  wall  had  been  excised.  This  was  removed 
and  free  bleeding  followed  from  above.  On  March  141Ii  a 
blood  culture  was  taken  and  reported  negative.  For  the 
next  few  days  the  temperature  did  no1  rise  above  101. S  . 
falling  at  times  to  !>!>  .  The  general  condition  was  good.  On 
March  Kith  a  differential  blood  count  was  made,  showing 
YY.  B.C.  24,000;  polynuclear  60  per  cent.;  small  lymphocytes 
35  per  cent.;  Large  lymphocytes  5  per  cent.  The  patient 
improved  daily.  On  March  20th  he  sat  up  in  bed.  about 
April  1st  he  was  up  and  around,  and  on  April  30th  he  was 
discharged  cured. 

Case  V.    Acute  Mastoiditis:    Sinus  Thrombosis:  Strep- 
tococcaemia. 

The  patient,  a  woman  of  'A2,  was  admitted  to  the  hospital 
on  March  2!).  1906.  About  a  week  previously  she  had  caught 
cold  and  at  once  began  to  have  pain  in  the  right  ear,  which 
continued  and  was  severe.  She  had  fever  and  chilly  sensa- 
tions ami  slept  poorly.  The  left  drum  membrane  was  red- 
dened and  bulging  above  and  posteriorly.  There  was  slight 
tenderness  over  the  mastoid,  more  marked  over  the  tip.  A 
paracentesis  was  performed  and  blood  was  obtained.  A 
wick'  of  gauze  was  inserted. 

On  April  3rd  the  usual  mastoid  operation  was  performed. 
Pus  and  granulations  were  found  in  the  mastoid  cells.  The 
antrum  was  very  small  and  contained  pus.  In  the  course 
of  the  operation  the  sinus  was  wounded.  The  bleeding  was 
controlled  by  packing,  and  more  of  the  sinus  was  exposed 
below  the  upper  knee.  Alcohol  dressing.  Pus  culture 
showed  streptococcus. 

The  patient  did  very  well  until  the  night  of  the  7th,  when 
the  temperature  rose  to  103.4°,  falling  to  101°  in  the  morn- 
ing.    On  April  9th  the  temperature  again  rose,  reaching 
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103.8°.  The  patient  felt  well  and  wanted  to  get  up.  Nothing 
was  found  in  the  general  condition  to  account  for  the  rise  in 
temperature.  In  the  afternoon  the  temperature  fell  to  100.4°, 
rising  again  vapidly  to  105.8°  at  !)  o'clock.  The  patienl  was 
somewhat  excited,  but  not  delirious. 

The  next  day  the  same  general  conditions  prevailed,  and 
at  8.30  p.  m.  the  left  internal  jugular  vein  was  ligated, 
The  mastoid  wound  was  first  exposed  and  a  small  amount 
of  bone  removed  from  the  tip  with  forceps.  In  chiselling 
away  the  hone  the  sinus  packing  had  to  he  partially  removed 
and  the  bleeding  was  so  free  that  further  work  in  this  direc- 
tion was  impossible.  The  jugular  vein  was  then  exposed  and 
tied  just  above  the  junction  of  facial  by  double  ligature,  a 
small  portion  of  the  jugular  vein  was  exsected.  The  wound 
was  packed  with  iodoform  gauze.  Another  effort  was  then 
made  to  expose  the  sinus  in  the  mastoid  wound,  but  this  had 
to  be  postponed  on  account  of  the  bleeding.  The  wound 
was  packed  with  iodoform  gauze  and  a  dry  dressing  applied. 
Blood  culture  taken  on  table  was  positive.  Streptococcus. 
After  operation  the  temperature  rose  to  10.">.'2°,  falling  later 
to  98°.    The  general  condition  continued  to  be  good. 

On  April  12th  the  first  dressing  was  made.  A  small 
amount  of  pus  was  wiped  from  the  antrum.  The  gauze  was 
removed  from  the  sinus,  which  bled  freely.  The  wound  in 
the  neck  was  clean.  The  temperature  remained  below  99° 
all  day.  The  general  condition  was  good  and  the  patient 
more  quiet  and  rational.  She  continued  to  improve  steadily, 
and  was  discharged  cured  on  May  15th. 
.May  loth. 

Case  VI.    Otitis  Media  Acuta  Purulenta.  Streptococcaemia. 

The  patient,  a  Russian  woman,  mother  of  boy  (Case  IV). 
aged  31  years,  was  admitted  to  the  hospital  March  14,  1906. 
Two  weeks  previously  she  had  had  a  severe  attack  of  grippe 
and  tonsilitis.  Ten  days  before  entering  the  hospital  she 
suffered  from  severe  pain  in  the  left  ear  which  began  to 
discharge  the  next  day.    Examination  of  the  ears  showed 
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free  purulenl  discharge  from  the  left  ear.  No  tenderness  or 
redness  of  mastoid.  The  canal  was  reddened  and  excori- 
ated, and  the  drumhead  was  perforated.  The  ear  was 
irrigated  frequently,  the  discharge  diminished,  the  pain  dis- 
appeared, and  the  temperature  remained  normal.  On  March 
1 71  h  the  patienl  was  discharged  improved. 

Oil  llie  L'Olli  she  was  re-admitted  with  severe  pain  in  the 
left  ear.  There  was  a  swelling  on  the  floor  of  the  canal, 
apparently  due  to  gravitation  of  pus  from  the  middle  ear. 
On  the  22nd,  the  usual  operation  for  acute  mastoiditis  was 
performed.  Pus  was  found  in  the  antrum  and  in  other  cells 
of  the  mastoid.  The  sinus  was  situated  far  forward.  A 
small  portion  of  the  sinus  plate  was  cut  away.  The  antrum 
was  filled  with  granulation  tissue  All  diseased  tissue  was 
removed,  the  wound  was  cleaned  and  irrigated  and  the 
antrum  and  mastoid  cavity  were  packed  with  iodoform 
gauze.  The  patient  did  well  until  the  night  preceding 
March  26th,  when  the  temperature  began  to  rise  to  104.6 
in  the  morning,  and  10-4.8°  in  the  evening.  At  the  first 
dressing  pus  was  found  in  the  antrum  cavity,  and  in  the 
region  of  the  sinus.  The  exposed  portion  of  sinus  was 
covered  with  granulation.  The  wound  was  cleaned  and 
packed  with  iodoform  gauze.  The  patient  vomited  nourish- 
ment and  medicines.  Blood  culture  negative.  The 
temperature  fell  to  101°  during  the  night,  rising  in  the  morn- 
ing, and  reaching  1K4.4  in  the  afternoon.  It  was  then 
decided  to  explore  the  lateral  sinus.  The  sinus  was  exposed 
as  at  previous  operation.  It  was  exposed  and  found  to  be 
white  and  unhealthy  just  beneath  the  point  previously 
uncovered.  Above  and  below  this  point  it  appeared  normal. 
The  jugular  vein  was  then  doubly  ligated  and  cut.  The 
facial  vein  was  also  ligated  and  cut.  and  about  an  inch  of  the 
jugular  vein  was  excised.  The  wound  was  packed  with 
iodoform  gauze.  The  mastoid  wound  was  then  re-opened 
and  the  packing  removed,  but  QO  bleeding  followed.  The 
sinus  was  then  opened  at  the  point  of  disease  and  a 
thrombus  was  found  and  removed.    The  hemorrhage  was 
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controlled  with  iodoform  gauze.  At  the  first  dressing  the 
nexl  day  the  wound  was  found  to  be  (dean,  and  a  clot  was 
removed  from  the  lower  knee.  Culture  of  clot  :  streptococci 
and  Xerosis  bacillus.  Temperature  from  104  to  104.2  all 
day.  falling  to  103  in  the  evening.  Pulse  100-110.  Respira- 
tion 24.  General  condition  about  the  same  as  the  day  before. 
A  second  blood  culture  was  reported  positive:  strepto- 
coccaemia. 

On  March  29th  the  temperature  fell  to  102.8°  and  the  gen- 
eral condition  was  somewhat  improved.  The  temperature, 
however,  rose  again  during  the  day,  reaching  105.2°  in  the 
late  afternoon.  At  that  time  she  had  a  severe  chill  followed 
by  cyanosis.  Pulse  small  and  poor  in  quality.  Respira- 
tion 22.  A  lumbar  puncture  was  performed,  and  about  17 
cc.  of  perfectly  clear  fluid  was  removed.  Report  on  this  was 
negative.  When  the  mastoid  wound  was  dressed  more  of 
the  sinus  wall  was  removed  and  another  clot  was  extracted. 
Necrotic  tissue  was  found  in  the  region  of  the  jugular  vein. 
Irrigation  from  neck  upward  into  mastoid. 

Next  day  the  patient  was  in  a  very  bad  condition,  stimu- 
lants were  administered  hourly,  and  an  intravenous  infusion 
was  made.  The  following  day  she  was  somewhat  improved, 
but  showed  signs  of  dry  pleurisy.  Stimulation  was  now 
given  every  two  hours. 

On  April  2nd  there  was  a  slight  improvement.  At  this 
time  the  white  blood  count  wras  17,400;  polynuelears  93.5 
per  cent. ;  small  lymphocytes  2.5  per  cent.;  large  lymphocytes 
2  per  cent. ;  mononuclears  2  per  cent.  The  patient  continued 
to  run  a  high  temperature,  and  on  April  5th  the  mastoid 
wound  was  reopened  and  an  incision  was  made  backward 
toward  torcubir.  The  sinus  was  exposed  for  an  inch  and  a 
half  behind  the  upper  knee,  incised,  and  found  tilled  with 
dark  clot.  This  was  removed  and  followed  by  free  bleeding. 
Culture  of  clot:  streptococcus. 

After  this  operation  the  patient's  condition  improved  very 
much.  There  was,  however,  a  distinct  indication  of  fluid 
in  the  right  pleural  cavity,  and  this  was  aspirated  and  600  cc. 
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of  clear  yellow  tlui<l  withdrawn.  The  patient  now  ran 
an  irregular  temperature  for  some  time,  hut  the  general 
condition  improved.  Numerous  abscesses  developed  in 
various  parts  of  the  body,  especially  in  the  buttocks;  they 
were  opened,  the  pus  culture  from  these  showing  streptococci. 
The  right  pleural  cavity  was  again  aspirated  and  about  six 
ounces  of  Huid  was  withdrawn.  Culture  from  this  fluid  also 
showed  streptococci,  but  the  Huid  was  contaminated  and  the 
examination  was  unsatisfactory.  The  general  condition 
continued  to  improve. 

On  April  Kith  the  chest  was  aspirated  a  third  time  and 
three  ounces  of  pus  were  withdrawn.  On  the  17th  a 
thoracotomy  with  drainage  for  empyema  of  the  righf  pleural 
cavity  was  performed  by  Dr.  Elsberg. 

On  April  20th  the  temperature  was  running  about  103°. 
and  the  various  wounds  and  abscesses  had  a  healthier 
appearance.  The  temperature  now  gradually  diminished 
and  the  general  condition  of  the  patient  improved.  On  May 
2nd  all  wounds  were  doing  well  excepting  the  neck  wound, 
which  continued  to  discharge  pus.  Blood  culture  taken  at 
this  time  was  negative.  On  May  6th,  under  amesthesia,  the 
track  of  the  jugular  was  followed  up  and  exposed.  Little 
pus  was  found,  but  the  tissues  were  unhealthy  and  necrotic. 
A  small  pocket  of  pus  was  found  over  the  lower  end  of  the 
jugular,  and  silk  ligature  was  found  in  this  and  removed. 
The  patient  continued  to  run  an  irregular  temperature,  and 
on  May  10th  complained  of  severe  pain  in  the  neck,  and  a 
good  deal  of  pus  was  removed  from  the  wound.  The  other 
wounds  were  doing  well. 

On  May  14th.  while  dilating  the  sinus  running  to  the  base 
of  the  skull,  a  large  abscess  cavity  was  discovered  beneath 
the  mastoid  and  about  an  ounce  and  a  half  of  thick  pus 
was  evacuated.    The  wound  was  irrigated  and  packed. 

After  this  the  temperature  fell  slowly,  no  fresh  ahseesses 
developed,  the  old  wounds  healed  up,  and  the  patient 
continued  slowly  but  steadily  to  improve.  On  June  2nd.  the 
temperature  was  about  normal,  and  there  was  but  a  slight 
discharge  from  the  wound. 
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Discussion. 

Dr.  Libman: — The  work  which  we  have  been  doing  on 
the  bacteriology  of  the  blood  h;is  been  going  on  for  about 
eight  years,  and  if  there  has  been  any  one  field  in  which  the 
blood-cultures  have  been  particularly  valuable  it  has  been 
the  field  of  otology.  We  have  had  more  interesting  results 
in  the  otological  cases  than  in  the  general  surgical  or  medical 
eases. 

In  the  mastoids  which  have  been  explored  during  the  past 
years,  we  have  found  a  great  variety  of  organisms,  strep- 
tococci being  the  predominating  one.  In  the  cases  which 
Dr.  Gruening  has  reported  today  the  streptococcus  was 
found  every  time.  It  would  appear  that  organisms  reported 
as  pneumocoeei  or  streptococci  have  not  always  been  prop- 
erly identified.  The  work  of  the  past  few  years  has  shown 
that  great  difficulties  are  sometimes  encountered  in  differ- 
entiating these  organisms. 

Of  particular  interest  in  connection  with  mastoid  work 
is  the  occurrence  of  the  streptococcus  mucosas,  an  organism 
that  has  only  during  the  last  few  years  been  properly 
studied.  We  have  found  it  in  a  number  of  cases  of  mastoid 
disease,  in  several  cases  of  meningitis  due  to  mastoid 
disease  and  in  the  blood  of  a  patient  who  died  of  meningitis 
secondary  to  mastoiditis. 

In  the  cases  of  sinus  thrombosis  which  we  have  studied 
during  the  last  5  years,  streptococci  have  been  found  in  the 
blood  in  some.  In  mastoid  cases  without  sinus  thrombosis 
we  have  not  found  streptococci  in  the  blood.  In  one  case  of 
otitis  media  streptococci  were  found  in  abundance  in  the 
blood,  the  patient  dying  of  an  acute  endocarditis.  There 
was  no  mastoid  disease  present  nor  any  disease  of  the  sinus. 
(The  jugular  bulb  was  not  examined).  With  this  one  ex- 
ception, in  every  case  of  otitis  media  in  which  we  have  found 
streptococci  in  the  blood,  there  has  been  present  a  sinus 
thrombosis. 


DISCUSSION. 


In  a  number  of  cases  of  sinus  thrombosis,  even  if  ex- 
tensive, there  may  be  no  streptococci  demonstrable  in  the 
blood.  There  may  even  be  secondary  foci  of  infection  in 
the  Lungs  and  the  peripheral  blood  current  be  found  nega- 
tive. In  some  cases  the  blood-culture  may  be  positive  at 
first  and  later  negative. 

Considering  the  fact  that  in  some  severe  cases  there  arc 
no  bacteria  in  the  blood  and  in  other  cases  there  are,  the 
question  arises — of  what  significance  are  blood-cultures  in 
this  work? 

In  a  large  number  of  cases  the  presence  of  streptococci 
in  the  blood  will  give  the  indication  for  operation  when  the 
local  signs  themselves  are  insufficient.  We  have  had  three 
instances  of  such  a  use  of  blood-cultures.  In  one  case,  that 
of  a  boy  who  had  fever  for  a  week  and  abdominal  symptoms, 
nothing  was  found  on  physical  examination  until  the  ear 
was  examined.  A  mild  otitis  media  was  then  discovered; 
there  was  very  slight  mastoid  tenderness.  Dr.  Omening 
was  called  in  but  thought  that  there  was  not  sufficient  local 
trouble  to  warrant  an  operation  and  that  it  was  important 
to  exclude  other  causes  for  the  fever.  I  suggested  a  blood- 
culture  to  determine  whether  there  was  any  general  in- 
fection from  the  ear  as  that  would  point  strongly  to  the 
presence  of  more  severe  disease  than  was  evident  on  examin- 
ation. Numerous  streptococci  were  found  within  24  hours. 
It  was  dcided  to  operate  at  once  and  a  sinus  thrombosis  was 
found  extending  almost  around  to  the  toreular.  The  other 
two  cases  were  of  the  same  type.  All  of  these  cases  re- 
covered after  operation. 

Blood-cultures  are  useful  in  another  way.  In  some  cases 
of  mastoid  disease  that  have  been  operated  upon  and  are 
not  doing  well,  it  is  essential  to  determine  whether  or  not 
there  is  a  general  infection.  If  the  culture  is  negative  there 
is  strong  indication  for  surgical  exploration  because  the 
absence  of  a  general  infection  shows  that  the  continuance 
of  the  symptoms  is  due  to  a  focus  that  has  not  been  opened 
up.    If  there  are  only  a  few  bacteria  in  the  blood  the  same 
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indication  holds,  because  symptoms  of  any  marked  intensity 
are  not  generally  caused  by  the  presence  of  a  few  bacteria 
in  the  blood.  Recently  a  child  was  operated  upon  for 
mastoiditis.  The  temperature  kept  up  though  it  was  not 
very  high.  There  were  no  local  symptoms.  A  blood- 
culture  was  made  and  found  to  be  negative.  As  a  general 
infection  was  thus  excluded  and  as  there  was  nothing  else 
to  account  for  the  temperature,  an  exploratory  operation 
was  performed  and  sinus  thrombosis  found.  It  is  in  this 
way  that  negative  blood-cultures  may  be  useful. 

I  think  itwould  be  a  wise  thing  to  have  blood-cultures  made 
more  often  in  cases  of  ear  infection  to  determine  how  often 
bacteria  occur  in  the  blood  in  the  absence  of  sinus  throm- 
bosis. In  our  own  work,  as  I  have  stated  above,  we  have 
only  obtained  streptococci  in  one  case  in  which  there  was 
no  sinus  thrombosis  and  in  that  case  the  jugular  bulb  was 
not  examined.  If  it  should  prove  that  streptococci  practi- 
cally occur  only  when  sinus  thrombosis  is  present,  blood- 
cultures  would  be  of  a  still  greater  use  in  diagnosis  than 
they  now  are. 

Dr.  Epstein  : — The  blood  cultures  taken  on  these  of  Dr. 
Gruening's,  were  six  out  of  a  series  of  nearly  one  thousand 
cultures  which  we  have  studied  in  the  Laboratory.  This 
large  series  afforded  us  the  opportunity  of  perfecting  the 
methods  for  making  blood  cultures  and  of  studying  carefully 
and  differentiating  the  organisms  which  one  meets  in  such 
work. 

In  view  of  the  claims  often  made  of  the  frequent  occur- 
rences of  pneumococci  in  cases  of  Mastoiditis,  special  care 
was  exercised  in  the  identification  of  the  organisms  found  in 
Dr.  Gruening's  cases.  All  the  cases  of  Sinus  Thrombosis 
reported  today  showed  streptococci  in  the  blood.  In  the 
study  of  these  organisms  we  adopted  the  methods  of  differ- 
entiation of  streptococci  from  pneumococci  and  allied 
organisms,  as  suggested  by  Drs.  Hiss,  Buerger  (Journal  of 
Experimental  Medicine,  1905),  and  Dr.  Libman  (John 
Hopkins  Hospital  Bulletin,  July,  1906).    We  laid  special 
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stress  on  the  absence  of  the  type  capsule  indicated  by 
Buerger,  precipitation  of  glucose  serum  media  (Libman)  and 
the  absence  of  fermentation  of  inulin  (Hiss).  Animal 
inocculation  was  resorted  to  in  the  study  of  these  organisms 
in  some  of  the  cases,  to  make  our  findings  absolutely  certain. 

We  verified  our  findings  in  the  blood  by  careful  study  of 
the  bacteria  found  in  the  pus  from  the  mastoids  and  the 
thrombi  removed  from  the  sinuses.  In  every  instance 
streptococci  were  found.  Examinations  of  the  urine  were 
made  from  time  to  time  with  a  view  to  ascertaining  the 
frequency  of  the  presence  of  streptococci  in  the  cases  in 
which  bacteria  were  found  in  the  blood.  In  some  of  the 
cases  streptococci  were  found  associated  with  casts,  leu- 
cocytes and  erythrocytes. 

Two  cases  are  of  special  interest  and  deserve  mention. 
In  one  case  mentioned  by  Dr.  Omening,  24f>  colonies  of 
streptococci  were  found  in  each  c.  c.  of  blood  ;  subsequently 
there  were  no  organisms  present.  In  this  case,  the  second 
culture  was  taken  five  days  after  the  first.  In  another  case, 
we  took  three  blood  cultures.  In  the  first  we  found  no 
organisms,  in  the  second  9  colonies  of  streptococci  to  the 
c.  c.  of  blood,  and  in  the  third,  no  organisms  were  found. 
At  the  time  of  the  second  blood  culture  in  this  case, 
streptococci  were  found  in  the  urine.  Later  the  patient 
developed  pleural  empyema  and  multiple  abscesses  of  the 
buttocks  in  which  streptococci  were  demonstrable.  At  this 
time  the  third  blood  culture  was  taken  (with  negative 
results,  as  stated  above). 


POST-OPERATIVE  MENINGITIS. 


By  THOMAS  J.  HARRIS,  M.  D.,  New  York. 

In  the  opinion  of  many  otologists  the  method  proposed 
by  Stacke  or  some  modification  of  it — for  radically  attacking 
the  disease  in  suppurative  otitis  and  in  securing  a  permanent 
cure  is  the  greatest  achievement  in  modern  otology.  Its 
enthusiastic  advocates  feel  that  they  can  best  describe  the 
condition  of  hazard  to  life,  to  which  a  victim  of  chronic 
otorrhoea  is  exposed,  by  saying  that  he  is  living  continu- 
ously over  a  volcano. 

No  unbiassed  observer  can  fail  to  be  impressed  by  the 
justice  of  these  claims.  Nor  is  it  our  purpose  to  attempt  to 
diminish  in  one  iota  the  praise  which  rightly  belongs  to  this 
important  procedure.  It  is  rather  to  a  complication,  much 
to  be  dreaded,  which  can  follow  the  operation — which  has 
indeed  followed  it  in  not  a  few  instances,  viz.,  meningitis, 
that  we  desire  briefly  to  call  attention. 

At  the  meeting  of  this  society  in  Atlantic  City  two  years 
ago  Dr.  Wendell  C.  Phillips  reported  two  fatal  cases  of  men- 
ingitis following  the  radical  operation.  One  of  these  may 
have  been  suffering  from  a  latent  meningitis,  but  certainly 
there  was  no  suggestion  of  it  on  superficial  examination. 
No  record  of  the  temperature  had  been  taken  before  opera- 
tion. The  writer,  who  was  permitted  to  see  the  case,  cannot 
help  feeling  that  the  operation  was  directly  responsible  for 
the  meningitis. 

In  the  discussion  which  followed,  Dr.  Jack  recited  the 
history  of  a  fatal  case  of  meningitis,  following  in  24  hours 
the  radical  operation.  In  the  same  discussion  Dr.  Gradle 
was  quoted  as  saying  that  of  126  radical  operations  in  one 
of  the  Chicago  hospitals,  II,  or  practically  8%,  had  resulted 
fatally. 
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A  short  time  ago  we  had  occasion  to  investigate  the 
otitic  statistics  of  two  Leading  special  hospitals.  In  one 
there  were  records  of  K.'{  radical  operations.  Of  these,  ten 
resulted  fatally  from  meningitis.  In  the  other  institution 
seven  fatal  cases  of  meningitis  followed  the  radical  opera- 
tion. These  figures  gave  lis  pause  for  thought.  Seventeen 
fatalities  in  two  hospitals  where  no  question  can  arise  about 
the  high  quality  of  the  work  performed  !  in  the  one  instance 
a  death  rate  as  high  as  12.5  per  cent! 

Human  nature  is  the  same  wherever  found.  No  man 
cares  to  publish  abroad  his  failures.  It  is  impossible  to  sax- 
how  far,  if  at  all.  these  statistics  are  in  excess  of  the  aver- 
age. Certain  it  is  that  in  a  diminished  ratio  at  least  these 
untoward  complications  are  occurring  every  day  in  the  hands 
of  ns  all.  No  thoughtful  man  can  help  asking  himself  what 
meaning  and  weight  should  be  attached  to  such  results.  "We 
cannot  rightly  shut  our  eyes  to  them,  nor  pass  them  over 
by  a  mere  haphazzard  explanation.  It  cannot  be  gainsaid 
that  it  is  just  such  accidents  that  give  our  specialty  a  black 
eye  among  the  profession  at  large,  as  well  as  among  the 
laity,  anil  are  the  occasion  of  that  common  observation  that 
in  the  ease  of  the  ear  the  "let  well  enough  alone"  policy  is 
the  best. 

At  the  outset  it  must  be  admitted  that  a  correct  apprecia- 
tion, at  the  present  lime  of  the  quesion  under  discussion  is 
difficult,  if  not  impossible.  Many  considerations,  hard  to 
justly  estimate,  enter  in.  To  draw  the  conclusion  that  the 
radical  operation  is  rightly  responsible  for  a  large  increase 
of  fatalities  due  to  meningitis  we  must  know  (a)  what  has 
been  the  result  in  this  respect  following  the  long  performed 
simple  mastoidectomy;  (b)  how  many  cases  of  meningitis, 
otitic  in  origin,  occur  without  operation;  (c)  what  was  the 
condition  of  the  meninges  in  the  fatal  eases,  preceding  opera- 
tion. In  other  words,  were  there  signs  present  of  an 
already  existing  meningitis? 

These  and  many  other  questions  will  naturally  suggest 
themselves,  an  answer  to  which  is  essential  for  a  correct 
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estimate  of  the  significance  of  post-operative  meningitis.  It 
is  obvious  that  this  can  be  only  partially  or  approximately 
arrived  at. 

Acute  cases  demanding  immediate  operation  do  not  enter 
into  consideration  here.  No  one  can  pronounce  in  advance 
positively  how  extensive  is  the  involvement  in  such  cases. 
We  are  concerned  only  with  the  chronic  type,  operated 
upon  without  any  pressing  symptoms. 

As  regards  meningitis  following  the  so-called  Schwartze 
operation,  it  can  be  frankly  said  that  it  occasionally  occurs. 
In  the  statistics  of  the  Manhattan  Eye,  Ear  and  Throat 
Hospital,  just  alluded  to,  there  are  records  of  20  cases  of 
meningitis  following  the  Schwartze  operation  in  1112 
operations,  or  1  in  55.  Here  the  same  rule  would  apply, 
however,  namely,  only  simple,  uncomplicated,  chronic  cases 
developing  meningitis  should  be  considered.  Of  these  there 
were  only  7.  How  many  operations  there  were  for  chronic 
otorrhoeas  is  not  stated,  nor  how  many  had  acute  compli- 
cations. 

Of  the  12  fatal  radicals.  8  were  for  chronic  otorrhea. 
Meningitis  Following  Otitis  Without  Operation. 

A  second  consideration  in  the  question  under  discussion 
is  how  frequent  are  the  fatalities  from  otitic  meningitis 
where  no  operation  has  been  performed.  It  will  be  readily 
recognized  that  any  exact  figures  in  this  respect  are  im- 
possible. The  attention  paid  to  the  ear  by  the  profession 
has  greatly  increased,  and  the  ability  to  recognize  and 
properly  handle  otorrhea  has  wonderfully  improved.  In 
consequence  the  number  of  intracranial  complications  has 
been  decreased.  Vet  beyond  question  a  considerable  number 
of  such  cases  are  constantly  occurring.  Many  of  them  are 
probably  unrecognized,  or  the  true  condition  discovered  after 
all  surgical  interference  is  deemed  unjustifiable.  Of  such 
we  can  expect  no  account,  whereas  a  fairly  correct  record  of 
operative  cases  is  possible  as  they  are  for  the  most  pari 
operated  upon  in  hospitals. 
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Cert n  i 1 1  it  is  that  we  have  a  right  to  regard  such  un- 
operable  cases  ;is  ;i  factor  in  drawing  our  final  conclusions. 

Latent  Meningitis. 

.Much  more  deserving  of  consideration  is  the  view  com- 
monly advanced  that  all  of  these  cases  of  post-operative 
meningitis  are  in  reality  cases  of  meningitis  unrecognized 
al  time  of  operation.  There  is  little  question  that  instances 
of  this  do  occur.  All  operators  are  not  equally  painstaking 
in  their  preliminary  examinations.  Douhtless,  too.  certain 
cases  of  meningitis  are  difficult  or  impossihle  to  diagnose 
from  the  symptoms  alone.  Yet  such  cases  are  so  rare  as  in 
no  way  to  justify  this  contention.  This  has  been  con- 
clusively shown  by  Zeroni  (Arch.  fur.  Ohrenheilkunde,  vol. 
66.  page  226)  who  lias  made  an  exhaustive  study  of  the 
subject  in  the  course  of  which  he  collected  40  cases  of  post- 
operative meningitis  in  which  autopsies  had  been  performed. 
In  only  three  of  these  was  there  any  evidence  from  the  his- 
tories before  and  after  the  operation  to  show  that  a  previous 
latent  meningitis  existed. 

However  latent  the  meningitis,  it  must  he  admitted  that 
some  temperature  would  occasionally  he  present,  as  well  as 
other  symptoms  of  localized  inflammation.  This  was  not 
the  case.  The  17  cases  of  which  I  found  records  do  not 
give  complete  data  on  this  point.  Among  them,  however, 
there  were  eight  following  chronic  suppuration  otitis  where 
such  data  are  given.  Of  these,  all  hut  one  were  free  from 
temperature  on  admission  to  the  hospital. 

Imperfect  Drainage. 

A  far  more  important  cause  is  to  he  found  in  imperfect 
drainage  of  some  suppurating  focus  following  the  radical 
operation.  The  cases  we  are  considering,  in  many  instances 
represent  purulent  processes  existing  for  years.  There  are. 
as  a  lade,  in  consequence,  extensive  hone  lesions.  These 
areas  have  had  a  constant  free  outlet,  and  so  the  possessors 
have  experienced  little  discomfort.  It  is  the  purpose  of  the 
operator  to  eradicate  every  bit  of  disease.    This  we  now 
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recognize  is  well  nigh  impossible  in  some  instances.  Our 
search  demands  not  rarely  free  exposure  of  the  dura.  This 
is  not  infrequently  skin-grafted  at  the  time  of  operation. 
In  any  case  a  firm  packing  is  applied  to  the  entire  wound. 
We  have  no  guarantee  that  we  have  not,  after  all,  left  un- 
touched sonic  hidden  focus  of  disease,  and  yet  we  greatly 
hinder,  if  not  block,  all  egress  of  discharge.  What  can  be 
more  natural  than  that  under  these  conditions  the  brain 
membrane  should  receive  the  force  of  the  infection  ! 

The  records  of  these  many  eases  just  quoted,  all  without 
elevation  of  temperature  upon  admission,  show  temperatures 
of  L03  and  104°  developing  as  early  as  the  second,  third, 
and  fourth  days.  This  can  only  mean  that  a  very  weighty 
-factor  in  producing  post-operative  meningitis  is  a  failure 
to  thoroughly  eradicate  the  disease,  combined  with  a 
stoppage  of  the  previous  outlet  of  discharge. 

Faulty  Asepsis. 

To  the  previous  cause  and  closely  connected  with  it,  are 
to  be  linked  faulty  technique  and  imperfect  asepsis.  In  our 
judgment  the  operation  is  one  of  the  most  delicate  in  surgery. 
In  the  hands  of  a  beginner  it  cannot  but  be  fraught  with 
serious  risk  to  life.  The  field  is  a  deep  narrow  one,  sur- 
rounded by  vital  structures.  The  exact  anatomy  is  difficult 
even  to  the  experienced  operator,  at  times. 

The  time  element  in  operation  is  no  inconsiderable  factor 
in  the  avoidance  of  shock. 

Disease  of  the  Labyrinth. 

According  to  the  statistics  of  Zeroni,  however,  the  most 
common  cause  of  post-operative  meningitis  (where  the  ear 
is  concerned)  is  disease  of  the  labyrinth.  His  contribution 
in  this  respect  is  full,  and  convincing.  Of  the  forty  fatal 
cases  collected  by  him,  "J!)  at  the  autopsy  showed  evidences 
of  chronic  labyrinthine  disease.  The  extent  of  involvement 
varied.  In  certain  instances  it  was  limited  to  a  single  area, 
as  one  semi-circular  canal  or  one  window.  More  often  there 
were  extensive  caries  and  suppuration  of  considerable  areas. 
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There  was  every  indication  that  the  process  was  a  chronic 
one.  Whether  the  operation  served  to  excite  an  acute  exacer- 
bation of  this  chronic  process,  it  is  not  possible  in  most, 
instances  to  say  definitely.  In  certain  cases,  however,  the 
post  mortem  evidence  on  this  point  was  clear.  The  route  of 
infection  was  determined  in  the  majority  of  instances.  In 
17,  a  perforation  of  the  inner  wall  of  the  middle  ear'  was 
discovered.  The  majority  of  these  were  in  the  oval  and 
round  window.  In  several  instances  the  foot-plate  of  the 
stapes  was  dislocated  or  fractured.  Less  often,  an  opening 
in  one  of  the  semi-circular  canals  occurred,  suggesting  the 
greater  risk  where  the  round  or  oval  window  was  involved. 
In  the  remaining  12  cases  no  perforation  was  recognized. 
How  the  infection  entered  in  these  cases  it  is  hard  to  say. 
It  is  very  possible  the  perforation  was  overlooked  or  a 
anastomosis  pathologic  in  origin  of  the  blood  vessels  be- 
tween Hie  middle  and  inner  ear  can  also  account  for  it. 

Of  particular  interest  is  the  question,  In  what  way  is  the 
operation  responsible  for  this  invasion.  Most  authorities 
ascribe  it  to  the  jarring  effect  of  the  chisel.  That  the  chisel 
is  guilty  of  causing  harm  there  can  be  no  question.  On  that 
account  certain  distinguished  operators  never  use  it.  But 
the  chisel  cannot,  be  responsible  for  all  these  complications, 
for  in  two  eases  it  was  not  used.  In  one  only  granulations 
were  curetted  from  the  middle  ear. 

Zeroni  admits  the  difficulty  in  many  instances  of  diagnos- 
ing labyrinthine  disease  in  advance.  Certain  characteristic 
symptoms,  such  as  nystagmus  and  vertigo,  may  be  lacking. 
But  whenever  it  is  recognized  or  even  strongly  suspected 
he  urges  that  great  caution  he  used  in  deciding  upon  opera- 
tion, and  when  decided  upon  that  extra  care  be  taken  to 
avoid  all  manipulation  in  the  middle  ear.  Indeed,  as  a 
general  principle  he  would  insist  that  great  conservatism 
be  exercised  in  attacking  the  inner  wall  of  the  tympanic 
cavity,  in  spite  of  the  fact  that  an  incomplete  operation 
may  in  this  way  be  done.  Especially  is  rough  sponging  to 
be  avoided  in  this  locality. 
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Dr.  Jack  in  the  discussion  of  Phillips'  paper  gives  his 
opinion  as  follows:  "The  subject  of  the  radical  operation 
is  very  important,  and  one  we  should  consider  carefully, 
for  some  time.  At  present  I  do  not  think  we  can  advise  a 
patient  in  perfect  health  with  the  exception  of  a  chronic 
middle  ear  discharge,  to  have  this  operation  performed  as 
a  cure  for  the  otorrhoea  without  carefully  considering  the 
risk  of  permanent  injury  to  the  facial  nerve,  or  of  life 
itself." 

As  a  result  of  this  imperfect  study,  we  desire  to  draw 
the  following  conclusions: 

1.  That  valuable  a  procedure  as  is  the  radical  operation 
upon  the  ear,  it  is  as  an  operation  by  no  means  free  from 
danger  to  life  and  should  not  be  entered  upon  lightly  where 
otorrhoea  alone  is  present,  nor  until  a  resort  to  other  less 
heroic  measures  has  been  practised. 

2.  That  its  most  serious  complication  is  meningitis  which 
would  appear  to  be  by  no  means  infrequent. 

3.  A  careful  aural  examination  is  imperative  before 
operation,  especially  of  the  inner  ear,  as  well  as  an  observa- 
tion of  the  patient  for  a  sufficient  time  to  exclude  a  possible 
latent  meningitis. 

4.  That  post-operative  meningitis  is  due  to  a  number  of 
causes,  of  which  obstruction  to  proper  drainage  of  some  un- 
relieved focus  of  disease  and  chronic  disease  of  the  labyrinth 
are  the  most  important. 

5.  That  accordingly  it  behooves  us  to  exercise  the 
greatest  caution  in  operating  for  simple  otorrhoea  when 
labyrinth  disease  is  recognized. 

6.  And  finally  that  especial  and  scrupulous  care  is  to  be 
exercised  in  every  detail  of  the  operation  as  regards 
asepsis,  closure  of  wound  where  dura  is  exposed,  unnecessary 
jar  from  chiselling,  and  securing  a  complete  eradication  of 
all  disease. 
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Dr.  Wendell  Phillips: — I  have  been  very  much  interested 
in  this  communication  and  in  the  writer's  reference  to  the 
statistics  concerning  the  occurrence  of  meningitis  following 
the  radical  operation  for  the  cure  of  chronic  purulent  otitis 
media.  In  the  two  eases  I  reported  before  this  society  two 
years  ago  Dr.  Harris  is  in  slight  error  as  to  the  precise 
character  of  the  eases.  In  both  there  was  a  decided  previous 
history  that  had  I  known,  in  one  ease  at  least,  I  should  have 
been  suspicious  of  meningeal  complication.  In  the  firsl 
there  was  a  history  of  tuberculosis  involving  the  hip  joint, 
some  general  tuberculosis  and  the  young  woman  had  also 
been  a  victim  of  inherited  syphilis.  She  had  a  temperature 
of  100  at  the  time  of  admission.  In  the  other  ease  sub- 
sequent history  proved  that  she  had  had  severe  chills  with 
projectile  vomiting  for  some  days  before;  coming  into  the 
hospital,  which  had  been  attributed  to  a  'bilious  attack' 
by  the  family  physician  and  no  reference  made  of  it.  There 
was  also  facial  paralysis  at  the  time  of  admission. 

As  to  Dr.  Harris'  reference  to  temperature,  it  strikes  me 
that  we  should  have  a  more  clear  history  of  temperature  in 
ear  cases  on  admission.  Most  cases  enter  the  hospital  in  the 
morning,  when  the  temperature  will  be  lowest.  Admission 
temperature  should  include  full  24  hours,  when  we  would 
find  a  history  of  temperature  in  many  of  these  cases.  The 
main  point  under  discussion  it  seems  to  me  is  whether 
meningitis  is  ever  directly  due  to  the  radical  operation.  In 
rare  instances  I  believe  it  is. 

In  the  statistics  which  Dr.  Harris  gathered  from  two  or 
three  hospitals,  where  it  apears  that  one  in  fifty-five  are 
followed  by  meningitis,  we  must  take  into  consideration  that 
many  of  these  have  meningitis  when  they  enter  the  hospital. 
Many  of  them  have  had  local  meningeal  inflammation  of  at 
least  the  external  surface  of  the  dura  or  the  circumscribed 
pachy  meningitis.  In  my  experience  to  come  in  contact 
with  the  dura  during  the  operation  is  of  frequent  occurrence 
and  this  without  removing  healthy  bone. 
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In  this  class  of  cases  there  will  be  evidences  of  former 
localized  meningeal  inflammation. 

Another  important  fact  is  that  while  we  describe  the 
symptoms  of  meningitis  and  of  brain  abscess  with  con- 
siderable accuracy,  I  am  coming  to  think  that  we  do  not 
know  so  much  about  the  symptoms  of  these  diseases  as  we 
suppose,  and  that  many  of  them  are  very  late  ones.  It  is 
quite  possible  to  have  the  development  of  brain  abscess, 
not  only  from  mastoid  disease,  but  from  disease  of  the 
accessory  sinuses,  without  the  production  of  any  marked 
symptoms  whatever  if  encapsulated, such  abscesses  remaining 
for  a  more  or  less  indefinite  period,  or  until  rupture  of  walls 
takes  place.  Xo  doubt  during  the  acute  stage  such  patients 
have  suffered  with  pain  and  perhaps  had  temperature,  but 
it  has  not  been  sufficient  to  bring  it  to  the  attention  of 
the  examining  physician. 

Permit  me  to  emphasize: — First,  that  the  radical  operation 
should  always  be  preceded  by  a  most  minute  study  of  the 
history  of  the  case  and  the  occurrences  that  have  taken 
place  during  the  prolonged  purulent  process,  up  to  the  very 
time  of  the  operation;  2nd,  that  we  should  be  extremely 
suspicions  in  purulent  cases  where  there  is  either  a  sudden 
cessation  of  the  flow,  or  a  sudden  acceleration  of  the  same. 

Dr.  Harris  has  also  emphasized  the  question  of  the  use 
of  the  chisel.  I  am  one  of  those  who  believe  great  damage 
can  be  done  with  the  mallet  and  chisel.  A  fatal  case  in  my 
practice  this  winter,  of  brain  abscess  discovered  only  after 
operation  for  chronic  purulent  otitis  media,  was  one  in  which 
the  skull  contained  almost  no  diploeic  structure  but  was 
of  unusually  dense  hard  bone  through  which  it  was  im- 
possible to  go  by  any  other  means  than  with  the  mallet 
and  chisel.  I  believe  in  this  case,  as  in  many  others,  the 
blow  of  the  mallet  did  harm.  I  never  use  the  chisel  when  it 
is  possible  to  use  the  rongeur  forceps. 

Labyrinthine  suppuration  no  doubt  enters  materially  into 
the  consideration  of  this  class  of  cases.  In  conclusion  I 
would  say  that  radical  operation  for  the  relief  of  purulent 
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otitis  media  should  never  be  done  except   in  especially 

selected  cases. 

Serious  cases  should  be  operated  on,  the  ones  that 
already  show  symptoms  of  meningitis,  brain  abscess  or 
sinus  involvement.  II  should  no1  be  performed  except  in 
cases  which  give  evidence  of  extensive  involvemenl  of  the 
bone,  with  extensive  granulations  and  the  foul  odor.  For 
the  more  simple  cases  there  can  be  no  question  thai  the  intra- 
tympanic  operation  should  be  the  one  used.  In  every  case 
in  which  I  have  done  an  intratympanic  operation, 
ossiculectomy,  during  the  past  year,  there  has  been  recovery 
without  recurrence  and  I  am  inclined  to  think-  that  in  the 
future  we  will  do  fewer  of  the  Shwartze-Slacke  operations 
and  more  of  the  intratympanic  ones  and.  also,  that  the  lines 
will  be  more  clearly  drawn  as  to  which  cases  require  the 
radical  operations. 

Dr.  E.  B.  Dench: — I  think  that  Dr.  Harris'  observation 
in  regard  to  the  advisability  of  keeping  the  patient  under 
your  care  for  two  or  three  days  at  least  prior  to  operating  is 
a  very  good  one.  I  have  done  193  radical  operations  out  of 
which  there  have  been  two  deaths  from  meningitis.  In  one 
of  these  I  feel  certain  that  the  child  had  meningitis  when 
it  came  into  the  hospital.  The  child  was  taken  to  the 
operating  room  immediately  and  the  meningeal  symptoms 
continued  right  after  the  operation  and  the  child  died.  The 
dura  was  exposed  and  was  apparently  healthy.  I  applied 
a  primary  graft,  which  was  criticised  by  some  of  my  col- 
leagues. Shortly  after  thai  I  operated  on  a  child,  the  cavity 
was  packed  loosely  in  the  ordinary  way  and  that  child  died, 
so  that  1  do  not  think  grafting  had  anything  to  do  with  it. 
What  Dr.  Harris  says  about  doing  the  radical  operation  and 
damming  the  pus  back  into  the  cranial  cavity,  I  cannot 
understand.  It  might  be  possible,  but  the  radical  operation 
presupposes  that  you  have  a  wide  field  and  can  get  at  the 
suppurating  foci.  That  being  the  case  it  seems  to  me  that 
the  chances  of  damming  back  the  secretion  is  very  much  less 
than  allowing  it  to  be  darned  back  with  granulation  tissue, 
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or  if  ossiculectomy  is  done,  by  the  secondary  swelling  which 
follows  the  intratympanic  operation. 

Dr.  Harris  is  quite  right  in  saying  that  we  should  not 
advise  the  radical  operation  in  every  case  and  that  it  should 
not  be  undertaken  lightly.  I  quite  agree  with  liini  in  that 
and  1  never  suggest  the  operation  until  simpler  methods  have 
failed.  But,  we  must  remember  that  purulent  otitis  is  a 
serious  disease  and  the  amount  of  discharge,  the  amount 
of  granulation  tissue  and  the  persistence  of  the  discharge 
may  be  no  indication  of  the  severity  of  the  disease.  In  quite 
as  many  cases  where  the  discharge  was  slight  have  I 
operated  and  found  the  entire  tympanic  roof  destroyed,  as 
in  those  where  the  discharge  was  more  profuse.  I  believe 
tlie  radical  operation  is  sometimes  an  exploratory  operation. 
It  is  safer  to  exenterate  the  cavity  and  find  out  what  you 
have  there  rather  than  to  trust  to  nature  to  stop  the  dis- 
charge, or  go  it  blindly  as  in  ossiculectomy.  Some  years  ago 
I  was  one  of  the  most  ardent  advocates  of  the  intratympanic 
operation  and  I  still  believe  it  has  its  place,  but  since  I  have 
done  more  radical  operations  I  have  wondered  why  in  doing 
the  intratympanic  operation  we  do  not  have  more  menin- 
gitis; why  it  is  that  the  meninges  are  not  perforated,  because 
when  we  take  away  the  external  wall  and  look  into  the  held 
we  find  the  roof  entirely  destroyed.  It  would  seem  that 
nothing  would  be  easier  than  to  have  infection  from  the  in- 
tratympanic operation.  What  we  do  a  radical  operation  for 
is  to  prevent  serious  symptoms.  When  we  consider  the 
seriousness  of  purulent  otitis  media,  that  over  1%  have  some 
serious  complication,  it  seems  to  me  we  are  justified  in 
operating  on  practically  every  case  where  the  discharge  can 
not  be  controlled  by  simpler  methods. 

One  work  as  to  the  mallet  and  chisel.  lTndoubtedly  the 
burr  is  the  ideal  instrument  if  you  are  accustomed  to  its 
use.  In  private  practice,  however,  it  is  difficult  to  transport 
and  our  operations  have  to  be  done  in  hospitals.  I  do  not 
believe  the  danger  from  shock  is  great  with  a  sharp  instru- 
ment.     When    we    consider    the    number    of  operations 
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performed  Avith  the  chisel  and  mallei  and  the  very  small 
number  of  fatalities  that  could  possibly  be  attributed  to  it, 
it  seems  to  me  that  the  danger  must  be  very  slight. 

Dr.  K.  C.  Myles: — The  negative  side  which  Dr.  Harris 
lias  presented  is  interesting.  For  many  years,  in  several 
hundred  operations  on  the  dead  body,  I  have  endeavored  to 
remove  the  cells  of  the  mastoid  process  without  entering 
the  brain  cavity,  some  I  have  penetrated  and  if  1  had  been 
working  in  a  septic  field  on  the  living  body  I  might  of  course 
have  infected  the  meninges.  I  believe  that  some  ol  these 
eases  become  immune  to  their  own  sepsis. 

The  danger  I  believe  comes  from  too  rapid  work  in  the 
bottom  of  the  cavities  over  the  sinuses  and  we  should 
impress  the  necessity  for  a  little  more  care  and  slowness  on 
the  part  of  the  operator.  It  is  rather  a  common  thing  to 
find  the  lateral  shins  exposed  but  if  there  is  no  disturbance 
of  the  phagocytic  wall  that  nature  has  set  up  they  will 
usually  get  well.  The  statistics  I  think  would  he  better, 
particularly  those  of  the  persistent  otologists,  if  more  care 
were  exercised,  if  one  tries  it  in  the  dead  house,  he  will 
see  how  easy  it  is  to  produce  a  condition  that  in  the  living 
might  kill  the  patient.  Many  are  inclined  to  operate  on  the 
meninges  and  sinuses  without  due  consideration  for  the 
possible  dangerous  consequences. 

Dr.  B.  Alexander  Randall: — I  think  I  have  before  taken 
exception  to  the  point  which  Dr.  Phillips  has  made,  and  I 
would  again,  that  in  the  much  sclerosed  bone,  which  we  must 
expect  in  most  chronic  suppurations,  the  mallet  is  essential. 
I  have  never  used  a  mallet  and  do  not  possess  one.  1  happen 
to  have  a  rather  strong  hand,  perhaps,  but  I  have  yet  to 
find  a  bone  so  sclerosed  that  a  strong  gouge,  or  chisel 
manipulated  with  hand  power,  could  not  be  made  to  enter. 
It  sometimes  takes  a  half  hour  to  complete  the  operation, 
but  where  we  have  a  sclerosed  bone  of  this  kind  that  is 
commonly  necessary.  I  feel  that  the  mallet  is  a  distinctly 
dangerous  element  in  these  operations,  and  especially  in 
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those  eases  where  any  meningeal  symptoms  are  present. 
In  spite  of  its  counter  indication  there  are  cases  where  we 
must  go  ahead,  where  the  life  depends  upon  it;  and  I  think 
the  surgeons  who  practice  getting  along  without  the  mallet 
can  do  so  very  easily,  and  will  save  more  cases. 

We  had  at  our  last  meeting,  this  morning,  the  valuable 
assistance  of  the  neurologists  and  I  think  it  would  be  to  our 
advantage  if  Dr.  Fisher  would  take  part  in  this  discussion. 

Dr.  Edward  D.  Fisher: — The  only  subject  I  would  speak 
of  is  in  regard  to  the  use  of  the  mallet.  In  a  number  of 
cases  under  my  observation  at  one  time  I  carefully  watched 
the  pulse  during  the  operations  with  the  mallet  and  failed 
to  find  any  disturbance  at  all  in  that  respect.  I  do  not 
think  in  looking  over  a  series  of  cerebral  cases  that  any  bad 
effects  were  to  be  observed  from  this  cause  as  acting  in  any 
way  detrimental  to  the  recovery  of  the  patient.  Although 
many  neurologists  take  the  view  that  the  mallet  is  to  be 
avoided,  personally  my  experience  has  been  that  I  have  seen 
no  harm  result  from  its  use,  either  at  the  time,  or  subse- 
quently. 

Dr.  C.  J.  Kipp : — The  question  seems  to  lie  shall  we 
pel-Form  the  radical  operation  in  all  cases  of  chronic  sup- 
puration ?  We  all  know  we  must  at  times  operate,  but  if 
the  operator  would  give  as  much  time  to  the  treatment  of 
the  ear  as  is  required  for  the  radical  operation  a  good  many 
would  entirely  recover  without  the  operation.  Vou  have  to 
spend  three  or  four  months  after  the  radical  operation  in 
daily  dressings  and  if  that  same  time  were  spent  in  removing 
granulations  and  in  local  treatment  a  great  many  of  the 
cases  would  get  well,  without  such  an  extensive  surgical 
intervention. 

Dr.  Philip  Hammond: — Dr.  Harris  has  in  some  manner 
found  out  that  in  Boston  the  radical  operation  is  not  un- 
attended with  fatalities  and  has  insisted  on  my  recordiilg 
several  cases  that  have  come  to  my  attention.    I  have  had  a 
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fatal  case,  one  of  my  colleagues  has  had  one,  and,  at  the 
recenl  meeting  of  the  American  Medical  Association  in 
Boston  a  gentleman  from  one  of  the  Western  stales  related 
to  me  four  of  which  he  knew. 

My  ease  was  peculiar  in  that  the  patient  was  operated  on, 
developed  diphtheria  later  and  was  transferred  to  another 
part  of  the  hospital  and  discharged  with  wound  granulating, 
and,  not  until  the  third  month  did  meningitis  develop. 
There  were  profuse  granulations  from  the  roof  of  the 
mastoid  and  at  autopsy  it  was  found  that  the  hone  under- 
neath had  softened. 

Dr.  Frederick  L.  Jack: — We  all  see  eases  more  or  less 
frequently,  where  a  radical  operation  is  absolutely  required. 
It  has  been  partly  performed  by  nature  and  we  must  finish 
it. 

One  word  about  my  opinion  winch  Dr.  Harris  has  quoted. 
It  has  not  changed  since  the  statement  was  made.  I  still  do 
a  middle  ear  operation  first,  and  later  an  exenteration  if  that 
is  necessary. 

Dr.  .J.  E.  Sheppard: — I  have  been  surprised  by  a  number 
of  things  I  have  heard  in  this  discussion.  One  is,  the 
mortality  that  Dr.  Harris  tells  us  he  finds;  I  had  no  idea 
that  any  such  fatality  was  likely  to  result  from  the  radical 
operation.  I  can  only  recall  one  ease  in  my  own  experience 
in  which  there  was  meningitis,  and  that  fortunately  was  not 
fatal.  The  meningitis  remained  localized  and  recovery 
occurred. 

Another  point  is  as  to  the  use  of  the  hand  power  in  the 
operation.  1  supposed  the  choice  was  between  the  mallet 
and  chisel  and  the  burr;  I  did  not  know  the  hand  and  chisel 
was  sufficient.  While  a  good  deal  of  concussion  may  be 
caused  by  the  chisel  I  do  not  believe  it  causes  meningitis; 
for  that  it  seems  to  me  infection  is  necessary. 

It  is  not  unusual  I  think  to  expose  the  dura  in  one  or  more 
places  during  the  radical  operation,  but  if  it  remains  un- 
injured I  do  not  believe  that  serious  trouble  is  likely  to 
result  therefrom. 
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As  to  the  whole  question,  I  think,  with  Dr.  Kipp,  that  we 
should  not  do  the  radical  operation  unless  we  need  to,  and 
we  should  all  give  proper  time  to  the  treatment  of  the  case 
before  operating.  But,  there  are  certainly  many  cases  in 
which  it  is  our  duty  to  recommend  the  operation  in  view  of 
the  dangers  of  uncured  0.  M.  P.  C.  I  have  had  the  misfor- 
tune to  produce  quite  a  number  of  facial  paralysis  and  am 
trying  to  learn  how  to  avoid  it.  It  has  happened  repeatedly 
where  the  facial  canal  has  not  been  opened. 

Dr.  Emil  Gruening: — I  think  it  is  very  meritorious  to  bring- 
up  a  paper  of  this  kind.  We  generally  hear  only  the  good 
results  from  this  or  that  operation.  Our  statistics  are 
brought  out  and  10%  of  deaths  recorded  and  perhaps  209? 
of  facial  paralysis,  that  are  not  reported.  It  is  very  striking 
and  should  make  us  very  careful  in  our  work. 

Dr.  Thomas  J.  Harris  (closing  discussion)  : — I  am  very 
much  gratified  that  this  very  imperfect  paper  should  have 
brought  out  this  discussion.  It  seemed  to  me  that  the 
question  of  meningitis  following  the  radical  operation  was 
deserving  of  such  discussion  and  that  the  radical  operation 
as  a  whole  deserved  some  such  authoritative  consideration 
as  has  been  received  from  such  a  representative  society  as 
ours.  I  think  it  will  go  on  record  and  be  a  means  of  helping 
the  profession  at  large. 


A  STRIKING  ILLUSTRATION  OP  THE  EFFICACY  OF 
CONSTITUTIONAL  MEASURES  IN  CONTROLLING 
INFLAMMATION  OF  THE  MASTOID  CELLS. 

By  SAMUEL  THEOBALD,  M.  D.,  Baltimore. 

I  have  on  so  many  occasions,  in  season  and,  possibly,  out 
of  season,  insisted  upon  the  value  of  const  it  ntiona  1  measures 
in  the  treatment  of  inflammation  of  the  mastoid  cells,  that 
doubtless  I  have  created  in  the  minds  of  some  the  impression 
that  I  am  opposed,  in  general,  to  operative  procedures  in 
this  condition.  This.  I  wish  to  say  emphatically,  is  not  my 
attitude.  On  the  contrary,  I  am  only  too  ready  to  admit 
that,  when  the  indications  for  it  are  clear,  few  surgical 
procedures  yield  more  gratifying  results  than  does  a  well- 
executed  mastoid  operation. 

What  I  have  contended  for,  and  what  I  still  believe  to  be 
true,  is  that  many  cases  of  mastoiditis  interna  are  operated 
upon  which  might  be  cured  more  promptly,  and  as  safely, 
without  operation,  if  those  into  whose  hands  these  cases 
fall  possessed  a  broader  knowledge  of  medicine — were  more 
familiar  with  the  measure,  other  than  operative,  with 
which  this  condition,  in  many  instances,  may  be  success- 
fully combatted.  "When  shall  1  operate?"  not  "What  can 
I  do  to  avoid  operation.'"  is  the  attitude,  it  seems  to  me. 
of  most  aural  surgeons  in  dealing  with  mastoid  inflamma- 
tion. 

To  cite  a  single  case  in  support  of  my  contention  in  this 
regard  seems  almost  absurd;  but  the  particular  case  which 
I  wish  briefly  to  describe  is  so  strikingly  in  point  that  I 
prefer  to  let  it  stand  by  itself  rather  than  to  report,  as  I 
might  do,  a  series  of  somewhat  similar  eases. 

A  little  girl,  five  years  of  age,  as  a  result  of  an  acute 
middle  ear  inflammation,  had  an  otorrhoea  which  had  lasted 
five  weeks.    She  had  been  under  the  care  of  a  competent 
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specialist  in  Baltimore,  by  whose  direction  the  ear  had  been 
syringed  with  a  solution  of  boraeie  acid. 

On  Monday  of  the  week  in  which  the  case  came  under  my 
observation  the  physician  in  charge  noticed,  for  the  first 
time,  slight  evidences  of  mastoid  implication.  The  previous 
treatment — syringing  with  boraeie  acid — was  continued. 
On  Thursday  of  the  same  week,  he  found  such  marked 
signs  of  mastoid  involvement  that  operation  was  advised 
without  further  delay. 

My  opinion  as  to  the  advisability  of  this  course  being 
desired  her  physician  communicated  with  me  by  telephone, 
and  the  patient  was  brought  directly  from  his  office  to 
mine. 

There  was  no  room  for  a  difference  of  opinion  as  to  the 
true  nature  of  the  condition.  All  the  signs  of  mastoiditis 
interna  were  present.  The  auricle  was  prominent;  the  in- 
tegument over  the  mastoid  was  swollen  and  red,  and  very 
sensitive  to  pressure;  the  otorrhtea  was  exceptionally  pro- 
fuse; and  the  canal  walls  were  sodden  and  swollen.  On 
the  other  hand,  there  were  no  symptoms  of  retention;  the 
profuseness  of  the  discharge  showed  that  there  was  a 
capacious  passage-way  between  the  antrum  and  the  middle- 
ear;  and  the  child  was  bright,  and  gave  no  evidence  of 
suffering. 

Although  I  had  grave  doubts  as  to  the  possibility  of  an 
operation  being  avoided,  I  concluded,  in  view  of  the  ab- 
sence of  any  indications  of  retention,  and  the  favorable 
general  condition  of  the  patient,  that  it  was  permissible  to 
try  other  measures,  at  least  for  twenty-four  or  forty-eight 
hours. 

This  advice  was  accepted,  and  treatment  was  begun  with- 
out  loss  of  time.    Sodium  pyrophosphate*,   in  ten-grain 

•For  an  account  of  this  drug,  the  method  of  administering  it, 
and  the  indications  for  its  employment,  see  the  writer's  paper,  "What 
Means,  Other  That  Operative,  Have  We  for  Preventing  and  Combating 
Inflammation  of  the  Mastoid  Cells,"  New  York  Medical  Journal,  Sept. 
13,  11)02;  also  his  treatise  on  "Prevalent  Diseases  of  the  Eye,"  pp. 
62,  110,  120,  136,  and  519. 
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doses,  1<>  be  taken  every  three  hours,  was  prescribed;  an 
energetic  purgative,  containing  calomel,  scammony  and 
rhubarb,  was  ordered  to  be  given  at  bedtime;  and,  as  the 
boracic  acid  syringing  bad  seemingly  been  without  avail, 
a  1:  40(H)  sublimate  solution  was  substituted,  with  which 
the  ear  was  to  be  syringed  three  times  a  day. 

The  patient  was  seen,  in  consultation  with  her  physician, 
at  three  o'clock  the  next  day — just  twenty-four  hours  after 
the  commencement  of  the  treatment.  There  was  already 
an  unmistakable  change  for  the  better  in  her  condition. 
The  discharge  was  not  so  profuse,  the  appearance  of  the 
canal  walls  was  more  favorable,  the  ear  was  less  sensitive 
to  the  introduction  of  the  speculum,  and  the  mastoid  tender- 
ness and  swelling  were  less  pronounced.  Her  temperature 
at  this  time  was  a  fraction  above  99°.  The  calomel  purga- 
tive was  ordered  to  be  repeated  at  bed-time,  and  the  other 
measures  were  continued  as  previously  directed. 

Later  in  the  afternoon  of  the  same  day  the  patient  had  a 
fall,  which  was  followed  by  some  pain,  and  I  was  asked  to 
see  her  in  the  evening.  However,  I  found  her  sleeping 
quietly,  with  a  normal  temperature;  and  from  this  time  the 
improvement  in  her  condition  was  so  marked  that  my  visits 
ceased. 

Two  weeks  subsequently  the  patient  was  brought  to  my 
office,  that  I  might  see  the  progress  she  bad  made.  No 
traces  of  the  mastoditis  were  left;  the  perforation  in  the 
membrane  had  evidently  been  closed  for  several  days,  and 
the  membrane  itself  had  regained  nearly  its  normal  appear- 
ance. Whispered  words  were  heard  with  the  affected  ear, 
somewhat  indistinctly,  at  20  feet. 

The  discharge  from  the  ear.  I  was  told,  had  rapidly 
diminished,  and  had  ceased  altogether  within  five  days  of 
the  inception  of  the  treatment  I  had  suggested.  The  admin- 
istration of  the  sodium  salt  had  been  continued  until  nearly 
one  ounce  (not  quite  forty-eight  doses)  had  been  taken,  and 
the  syringing  with  the  sublimate  solution  had  been  stopped 
only  the  previous  day. 
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Six  months  have  elapsed  since  the  date  of  this  last- 
mentioned  visit,  and  so  far  there  have  been  do  signs  of  re- 
curring trouble. 

It  may  be  that  the  change  in  the  local  treatment  was  a 
factor  in  the  rapid  improvement  which  occurred  in  this 
case;  but  for  myself,  I  am  inclined  to  attribute  it  in  far 
greater  measure  to  the  energetic  purgation  induced  and  the 
influence  of  the  sodium  pyrophosphate;  and  so  I  have  Dot 
hesitated  to  report  the  ease  as  a  striking  example  of  the 
efficacy  of  constitutional  measures  in  controlling  inflam- 
mation of  the  mastoid  cells. 

Discussion. 

Dr.  George  L.  Richards: — I  think  Dr.  Theobald's  experi- 
ence is  one  that  we  have  all  had.  In  my  locality  it  often 
takes  twenty-four  hours  to  get  ready  for  an  operation  and 
sometimes  in  the  meantime  they  have  gotten  well  without 
it.  I  recall  one  instance  where  I  got  ready  to  operate,  put 
on  one  of  the  clay  preparations,  and  the  next  day  the 
symptoms  had  disappeared.  This  had  been  preceded,  of 
course,  by  incision  of  the  tympanic  membrane.  If  you  have 
free  drainage  by  incision  of  the  drum  head  they  will  often 
get  well,  but  in  the  majority  of  cases,  of  course,  the  operation 
will  be  needed. 

Three  years  ago  I  had  a  similar  case  to  that  which  the 
doctor  has  just  described  and  yet  this  winter,  with  another 
acute  attack  of  otitis  media,  the  operation  had  to  be  done 
and  I  think  if  I  had  done  it  at  first  I  would  have  been  about 
as  well  off.  If  yon  have  an  acute  otitis  media  thai  has 
cured  itself  by  so-called  conservative  measures  there  is  a 
possibility  of  subsequent  infection  by  some  germs  that  have 
remained  there  latent.  I  always  advice  the  parents  in  such 
cases  that  operation  may  later  be  necessary. 

Dr.  E.  B.  Deneh: — I  take  the  same  view  that  Dr.  Richards 
does,  that  these  cases  are  not  necessarily  cured  because  the 
discharge  ceases  and  the  drum  membrane  heals. 
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I  recently  had  ;i  case  where  the  child  had  had  a  suppura- 
tion since  infancy.  About  two  months  before  I  saw  ii  ii  tad 
an  acute  exascerbation  and  the  child  was  sent  to  New  Fork. 
The  ear  was  dry.  The  child  had  been  brought  across  the 
continent  for  a  radical  operation.  I  waited  five  days  and 
there  was  no  discharge  from  the  canal,  although  the  drum 
membrane  was  destroyed.  I  did  a  radical  operation  and  as 
soon  as  I  made  the  incision  I  found  that  the  entire  mastoid 
hone  was  broken  down  and  the  cavity  tilled  with  granula- 
tions. Now  that  was  a  cure,  and  the  child  might  have  gone 
hack  home  and  developed  meningitis. 

Dr.  Samuel  Theobald  (closing  discussion)  : — I  do  not  think 
the  case  Dr.  Dench  has  related  is  at,  all  a  parallel  to  mine, 
in  my  case  not  only  did  the  mastoid  symptoms  disappear  hut 
the  tympanic  membrane  regained  its  normal  appearance, 
and  hearing  was  practically  normal.  I  should  certainly 
not  lie  afraid  of  a  return  of  the  trouble  in  this  case  more 
than  I  would  he  of  the  occurrence  of  similar  trouble  in  any 
child. 


REPORT  OF  A  FATAL  CASE  OF  CEREBELLAR 
ABSCESS,  WITH  DEMONSTRATION  OF  THE 
PETROUS  PYRAMID  AND  CEREBELLUM;  REMARKS 
ON  THE  OPERATIVE  TREATMENT. 

By  ARNOLD  KNAPP,  M.  D.,  New  York. 

The  patient  was  a  boy,  12  .years  of  age,  who  had  had  a 
continuous  discharge  from  the  right  ear  for  many  years. 
Two  and  a  half  weeks  before  admission,  a  periosteal  abscess 
just  above  the  mastoid  process  was  opened.  One  week  later 
he  is  supposed  to  have  suffered  from  an  attack  of  pneumonia. 
The  conditions  in  the  lung  resolved,  the  fever  disappeared. 
During  the  last  few  days  his  pulse  was  slow,  he  was  noisy  or 
stuporous;  there  was  no  fever,  but  some  rigidity  of  the  neck 
and  back. 

When  first  seen  on  March  27th,  1906,  in  consultation  with 
Dr.  C.  B.  Meding  and  Dr.  G.  B.  Ferguson,  the  boy  lay  in 
bed  on  his  side,  drowsy,  though  he  could  be  roused.  Pupils 
dilated.  Optic  neuritis,  more  marked  on  the  left  side  than 
on  the  right.      No  ocular  paralysis. 

The  right  ear  canal  contained  fetid  discharge.  Hearing 
was  not  lost.  There  were  no  labyrinth  symptoms.  The 
mastoid  region  normal,  except  for  a  granulating  area  at  the 
site  of  the  periostal  abscess.  Pulse  55.  Temperature  nor- 
mal.   The  neck  was  rigid.    No  paralysis  of  the  extremities. 

The  diagnosis  of  brain  abscess  was  made,  and  Operation 
was  immediately  undertaken  with  chloroform  narcosis. 
Lumbar  puncture  evacuated  a  cloudy  fluid.  The  granulat- 
ing area  over  the  site  of  previous  incision  was  first  exposed; 
rough  bone  was  found  but  no  fistula.  Shortly  after  begin- 
ning to  open  the  mastoid,  respiration  became  very  shallow, 
then  ceased  with  occasional  gasps.  The  blood  in  the  wound 
became  quite  black  and  oozed  forth.    The  operation  was 
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continued  with  all  speed.  The  antrum  contained  a  chole- 
steatoma extending  into  the  attic.  The  tegmen  of  the 
antrum  and  tympanum  was  removed  and  the  dura  exposed  : 
it  was  blue  wilh  considerable  stasis  of  the  meningeal  vessels 
but  not  abnormal.  The  dura  was  incised  and  the  brain 
punctured  in  various  directions  without  result.  The  bone 
cavity  was  then  enlarged  upwards,  including  the  squama. 
The  dura  was  incised  in  this  region  and  the  temporal  lobe 
again  punctured  in  various  directions,  also  withoul  result. 
The  cerebellum  was  then  exposed  by  removing  the  posterior- 
wall  of  tile  pel  rous  pyramid.  On  removing  the  bone  at  the 
inner  side  of  the  lateral  sinus  the  dura  appeared  thickened. 
On  retracting  the  membrane  from  the  posterior  surface  of 
the  petrous  pyramid,  pus  appeared  between  the  dura  and  the 
bone.  The  opening  in  the  bone  was  enlarged,  exposing 
more  dura.  Pus  continued  to  appear  from  an  opening  in 
the  dura.  The  dura  was  incised  and  the  opening  followed 
into  a  cavity  which  seemed  to  occupy  most  of  the  right 
cerebellar  lobe.  On  depressing  the  cerebellar  dura  the 
cavity  was  readily  evacuated.  The  opening  into  the  brain 
abscess  was  enlarged  with  a  pair  of  dressing  forceps.  As 
the  abscess  was  being  emptied,  the  boy  slowly  began  to 
breathe  and  revive.  The  respirations  grew  deeper  and  his 
condition  became  excellent.  After  evacuating  the  cerebellar 
abscess  a  large  quantity  of  cerebro-spinal  fluid  was  allowed 
to  escape.  A  counter-opening  was  made  through  the 
occipital  plate  behind  and  below  the  mastoid  process.  The 
dura  was  incised  and  the  cerebellum  punctured;  a  forceps 
was  introduced  into  the  abscess  cavity  directly  communicat- 
ing with  the  internal  opening.  A  large  drainage  tube  was 
inserted.  The  brain  had  receded  ;  the  wall  of  the  abscess 
cavity  was  greenish.  The  wound  was  irrigated  with  salt 
solution  and  packed  with  gauze.  The  patient  returned  to 
bed  in  fair  condition.    The  operation  had  lasted  53  minutes. 

The  patient  lived  for  one  week,  lie  was  generally  con- 
scious, though  occasionally  delirious  at  night.  lie  took  his 
nourishment  well  but  passed  urine  involuntarily.    The  optic 
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neuritis  was  much  improved.  The  temperature  varied 
from  102°  to  104°  ;  the  pulse  was  130. 

At  change  of  dressing  the  wound  looked  very  clean  ;  there 
was  no  retention  in  the  cerebellar  cavity.  In  the  last  days 
he  became  more  drowsy  and  restless,  with  diarrhoea  ;  grad- 
ually lapsed  into  coma,  and  died  April  3d,  at  7  30  p.  m. 

The  Autopsy  was  performed  two  hours  later.  On  reflect- 
ing the  dura  on  the  right  side  of  the  convexity  of  the  brain, 
there  was  a  patch  of  exudate  over  the  motor  area.  There 
were  purulent  exudates  at  the  base  covering  the  optic  chiasm 
and  extending  back  into  the  spinal  cord.  The  abscess  cavity 
in  the  anterior  part  of  the  right  cerebellar  lobe  had  con- 
tracted. It  contained  some  bloody  material  but  there  was 
no  encephalitis  nor  retention  of  pus.  There  was  no  mem- 
brane to  the  abscess.  The  lateral  ventricles  were  found 
enormously  dilated,  each  posterior  horn  was  large  enough 
to  admit  an  egg.  They  contained  turbid  fluid  and  some 
pus.  The  examination  of  the  petrous  pyramid  showed  a 
destruction  of  most  of  the  external  semicircular  canal  from 
the  cholesteatoma.  The  bone  directly  posterior  to  the 
external  semicircular  canal  was  involved  and  corresponded 
to  the  thickening  of  the  dura,  thus  showing  the  path  of 
infection. 

Bacteriologic  examination  revealed  streptococci  in  the 
lumbar  fluid  obtained  at  operation,  and  also  in  the  meninges 
at  autopsy. 

The  presence  of  a  clouded  lumbar  fluid  containing 
streptococci,  proves  that  a  purulent  meningitis  existed  at 
time  of  operation. 

The  evacuation  of  the  cerebellar  abscess  was  perfectly 
successful  and  the  after-treatment  adopted  seemed  also  to 
be  correct.  The  autopsy  showed  that  the  cause  of  death 
was  a  continuation  of  the  purulent  meningitis  especially 
involving  the  ventricles.  Notwithstanding  the  lesion  found 
in  the  internal  ear  (erosion  of  the  greater  part  of  the  exter- 
nal semicircular  canal)  the  boy  gave  no  history  of  any  dis- 
turbance of  equilibrium,  there  was  no  nystagnus,  and  the 
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hearing  in  thai  ear  was  not  lost.  It  was  therefore  surmised 
that  the  extension  to  the  brain  had  travelled  through  the 
roof  of  the  antrum  or  of  the  tympanum,  and  invaded  the 
temporal  Lobe.  As  this  was  found  normal,  the  cerebellum 
was  exposed,  and  the  ahseess  discovered. 

The  method  of  operating  for  cerebellar  abscess  which  was 
followed  in  this  ease,  is  the  one  recommended  by  -lansen 
and  others,  and  consists  in  removing  the  medial  wall  of  the 
antrum.  This  permits  a  space  between  the  sigmoid  sinus 
and  I  he  posterior  vertical  semicircular  canal,  which,  accord- 
in-  to  the  researches  of  Okada,  varies  between  ()..">  and 
2  cm,  generally  sufftcienl  to  allow  an  exploration  of  the 
cerebellum.  If  the  semicircular  canals  are  diseased  this 
area  can  of  course  be  enlarged,  if  necessary  to  the  internal 
auditory  meatus.  As  the  abscess  cavity  was  unusually 
large,  il  was  decided  to  make  a  counter-opening  through  the 
floor  of  the  cerebellar  fossa,  thus  ensuring  the  best  drainage. 
This  combined  operation,  I  think,  is  especially  suited  for 
treat  inn  abscesses  of  the  cerebellum,  and  best  meets  the 
indications  for  exposure  and  drainage. 

In  the  "Manual  of  Diseases  of  the  Ear"  of  Dr.  Barr,  the 
operation  for  cerebellar  abscess  consists  "in  making  an  open- 
ing through  the  inferior  occipital  fossa.  To  ensure 
thorough  evacuation  of  the  abscess  as  well  as  effective 
drainage,  it  is  sometimes  necessary  to  make  a  second  open- 
ing through  the  posterior  surface  of  the  pars  petrosa."  He 
further  cites  a  case  which  was  operated  on  by  Xicoll  in 
which  the  cerebellar  abscess  had  been  evacuated  through  a 
trephine  opening  in  the  inferior  cerebellar  surface  and  a 
rubber  drainage  tube  inserted.  At  the  end  of  six  weeks 
some  pus  still  escaped.  Dr.  Nicoll  operated  again,  making 
an  opening  through  the  posterior  surface  of  the  petrous 
bone  which  succeeded  in  curing  the  condition.  It  seems  to 
me  more  reasonable  to  reverse  this  procedure. 

Politzer  in  his  Text-book  (p.  4!)'2)  mentions  two  methods 
of  evacuating  cerebellar  abscesses:  (1)  After  exposure  of 
the  middle  ear  cavities,  removal  of  the  posterior  surface  of 
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the  petrous  hone.  This  method  is  to  be  preferred  because 
most  cerebellar  abscesses  are  directly  contiguous  to  the 
diseased  condition  situated  in  the  posterior  wall  of  the 
pyramid  and  can  therefore  from  this  situation  lie  most 
readily  discovered  and  evacuated.  (2)  If  the  abscess  is 
situated  more  laterally  or  in  the  upper  part  of  the 
cerebellum,  the  operation  consists  in  making  an  opening  in 
the  bone-behind  the  sinus,  a  method  which  has  been 
advocated  by  Maeewen  and  other  general  surgeons  for  all 
cases.  He  further  states  that  the  difficulty  and  objections 
to  this  latter  method  are  to  he  found  in  the  fact  that  most 
cerebellar  abscesses  are  situated  nearer  to  the  median  line 
and  consequently  are  not  so  accessible  from  a  trephine 
opening  in  the  occipital  hone. 

A  combination  of  these  two  methods  to  my  mind  is  the 
most  rational  operation  ;  the  primary  removal  of  the 
posterior  surface  of  the  petrous  pyramid  permits  the  easiest 
discovery  of  the  abscess;  complete  evacuation  and  proper 
drainage  are  made  possible  by  a  counter  opening  in  the 
inferior  cerebellar  surface. 

Discussion. 

Dr.  E.  B.  Dench: — I  think  the  method  of  opening  in  front 
of  the  sinus  is  good,  except  in  such  a  case  as  I  spoke  of  this 
morning',  where  the  space  was  so  small  it  would  be  almost 
impossible  to  puncture  there,  and  you  would  run  a  great 
chance  of  producing  meningitis  because  there  would  be  no 
opportunity  to  wall  off  a  subdural  abscess.  If  the  operation 
could  be  done  in  two  stages  it  might  be  better  . 

Dr.  W.  P.  Eagleton,  Newark: — Regarding  the  best  method 
of  exploring  and  grading  the  cerebellum,  it  seems  to  me  that 
we  should  be  guided  to  a  large  degree,  by  the  condition  of 
the  blood  pressure  prior  to  and  during  the  operation,  and 
this  is  a  point  to  which  sufficient  attention  has  not  been 
called.    We  all  know  that  cases  of  cerebellar  abscess  die 
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suddenly.  This  lias  occured  in  two  cases  in  my  experience, 
one  mi  the  operating  table  and  the  other  a  few  hours  after 
admission  to  the  hospital,  while  the  patient  was  apparently 
in  excellent  condition,  he  having  walked  into  the  hospital 
and  up  two  flights  of  stairs.  If  the  sphygmograph  does  not 
record  a  dangerously  high  blood  pressure  prior  to  or  during 
the  operation,  the  opening  should  be  made  in  front  of  the 
sinus,  which  route  being  situated  as  it  is  near  to  the  site 
of  the  abscess,  certainly  affords  the  greatest  probability  of 
the  finding  of  the  same  as  well  as  the  most  complete  drain- 
age. If,  however,  the  sphyjumograph  records  a  high  blood 
pressure  of  250  milimeters  or  more,  we  cannot  afford  the 
extra  amount  of  time  that  is  necessary  to  explore  by  the 
anterior  route,  as  a  vascular  collapse  may  occur  at  any 
moment.  In  such  a  case  the  opening  should  be  made  be- 
hind the  sinus,  below  the  inferior  curved  line,  which  can 
be  made  much  more  rapidly  than  by  the  anterior  route. 


THE  INFLAMMATORY  DISEASES  OF  THE  NOSE  AND 
ITS  ACCESSORY  SINUSES  IN  RELATION  TO  THE 
EYE. 


By  DR.   HERMAN   KNAPP,   of  New  York. 

The  connection  between  diseases  of  the  nose  and  its 
accessory  sinuses  has  recently  received  particular  attention 
in  periodical  articles,  text-books,  and  at  medical  societies, 
bul  the  subject  is  not  yet  exhausted.  I  thought  it  raighl  be 
timely  to  bring  it  before  the  American  Qtological  Society,  as 
their  Held  is  not  only  the  ear.  but  also  its  neighboring 
organs  (Grenzgebiete),  principally  the  nose,  pharynx, 
larynx,  the  sinuses,  and  the  sister  sense-organ,  the  eye  with 
its  socket,  the  orbit.  I  do  not  intend  to  read  to  you  a  lengthy 
paper,  but  report  four  representative  cases  which  have  lately 
come  under  my  care.  An  elaborate  presentation  will  be 
in  the  Arch,  of  Otology. 

CASE  I. 

Marked    Acute    Neuro-retinitis    from    Influenza. — The 

patient  was  the  wife  of  a  noted  physician  in  New  York. 
She  had  a  marked  neuro-retinitis  from  influenza.  She  and 
her  husband  were  both  depressed,  as  an  ophthalmologist 
had  told  them  that  the  disease  was  very  serious.  Her  left 
eye  was  protruded;  the  sight  not  much  impaired,  but  she 
had  a  well  developed  neuro-retinitis.  This  exophthalmus 
frightened  them,  which  was  referred  to  a  growth  in  the 
apex  of  the  orbit.  I  told  them'  that  the  conditions  war- 
ranted to  think  of  a  serious  disease,  but  there  was  a  cause 
of  the  alarming  symptoms  which,  in  my  experience,  did  not 
let  me  think  so  dangerous  as  it  appeared.  The  cause,  I 
supposed,  was  the  patient's  attack  of  influenza.  I  had  seen 
that  in  the  present  epidemic — it  was  about  15  years  ago — 
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such  neuritid.es  occurred,  and  all  that  I  had  observed  got 
well  without  any  surgical  interference.  "1  told  them  that 
the  difficulty  would,  in  all  probability,  disappear  without 
more  than  care  of  her  general  health.  She  recovered,  with- 
out trouble,  completely.  This  is  an  example  where  the  optic 
neuro-retinitis  got  well  without  even  topic  treatment.  T  do 
not  say  that  it  will  always  be  so,  but  I  have  not,  yet  seen  a 
ease  of  this  kind  that  failed  to  recover. 

CASE  II. 

Retro-bulbar  Neuro-retinitis  from  Purulent  Rhinitis. — 

Mr.  Walter  Seydel,  625  E.  55th  street,  New  York, 
patient,  came  to  the  hospital  March  30th,  1906,  with  an 
acute  retro-bulbar  neuro-retinitis  of  the  right  eye;  the  left 
was  normal.  Eyes  always  good  until  two  (lavs  ago,  when 
the  sight  of  the  right  eye  got  dull— S=20-200.  Central 
relative  scotoma  about  10-15°.  Left  eye  S=20-20.  Fundus 
negative.  Right  eye,  congestion  of  optic  disc  and  surround- 
ings. Bight  frontal  region  tender.  Complains,  April  2d, 
in  the  morning,  of  headache,  weakness  and  nausea  during 
the  day ;  meal  omitted  in  the  evening. 

April  4th.  Right  eye :  Nasal  side  of  optic  disc  reddened 
and  its  surroundings  dull.  Mixed  treatment,  Jaborandi. 
Free  catharsis.  April  5th.  More  congestion  of  retina.  April 
6th.  Central  relative  scotoma  about  20-30°  in  diameter, 
periphery  normal;  septum  narium  bulging  to  right;  mid- 
dle turbinate  large;  pus  between  it  and  the  septum;  few 
polypes.    Left  hospital. 

April  14th.  Returned  to  hospital.  Scotoma  of  right  eye 
almost  gone.  Faint  cloudiness  over  point  of  fixation.  White 
objects  had  a  yellow  tinge.  Retina  around  disc  a  little 
oedematous;  fundus  still  hazy. 

April  20th.  Discharged.  S  right  eye  from  10-200  at 
March  31st,  improved  gradually  to  20-30.  Left  eye  20-20  all 
the  time.  Patient  has  been  in  bed  ever  since  he  left  the 
hospital.    His  nostrils  have  been  obstructed  and  discharged 
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a  good  deal  of  muco-pus.    Pressure  on  the  frontal  sinus 
region  was  painful.    R.  E.  Relative  central  scotoma  with 
a  dimension  of  30°.    S=1/2-200.    Inunctions  into  the  arms, 
and  body,  and  calomel  tablets  of  grain  1-10,  5  a  day. 
Returned  .May  10th,  '06. 

May  11th.  R.  E.  S=V,-200.  Central  relative  scotoma 
about  .30°. 

May  16th.  Cold  better,  S=20-200;  mouth  sore;  Mercury 
discontinued.    Severe  pain  along  the  superorbital  nerve. 

May  19th.  S  R.  eye  20-60.  Severe  gastro-enteritis ;  Tr.  opii. 
May  22d,  S  20-70;  May  28th,  20-40;  May  29th,  1906,  dis- 
charged.   S  R  E=20-30. 

In  this  case,  as  in  others  I  have  seen,  the  nasal  half 
of  the  optic  disc  is  swollen,  hyperemic,  but  the  temporal  half 
is  pale.  The  field  of  vision  on  the  nasal  side  was  more  or  less 
contracted,  not  hemiopic,  yet  contracted  on  the  nasal  side, 
according  to  the  condition  of  the  optic  disc. 

The  explanation  of  this  condition:  temporal  pallor  and 
nasal  swelling  and  hyperemia. 

CASE  III. 

Neuro-retinitis,  with  Exophthalmus  of  the  Left  Eye. — 

Charles  S.  Meaney,  Danbury,  Conn.,  age  16.  Admitted 
March  14th,  1906;  sent  by  Dr.  Moore,  of  Danbury,  who  saw 
him  first,  March  8th.  Patient  says  having  had  dull  pain  with 
occasional  sharp  twinges  far  back  between  the  eyes,  espe- 
cially in  the  left  orbit.  Neuro-retinitis,  more  on  the  nasal 
half;  tension  normal.  Some  uneasiness  for  an  indefinite 
time.  Contracted  grippe  two  weeks  ago,  trouble  of  his  left 
eye  a  week  later;  pain  and  weakness,  marked  proptosis. 
Swelling  and  redness  of  lids.  Globe  moves  only  toward  the 
temple.  Media  clear,  veins  congested.  Temporal  half  of 
disc  normal,  nasal  half  quite  swollen  and  congested.  Pressing 
eyeball  back  increased  the  pain;  a  swelling  is  distinctly 
palpable  at  upper  inner  part  of  orbit.  Pus  between  middle 
turbinate   and   septum.     Diagnosis,   orbital    abscess  from 
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posterior  ethmoidal,  and  possibly  also  from  the  sphenoidal 
sinuses. 

Marcli  15th.  Dr.  H.  Knapp  incised  the  periosteum  of  the 
os  planum  and  emptied  the  abscess.  The  lliin  lamina  papy- 
racea  was  rough  and  necrosed.  Discharge  diminishing  at 
every  dressing. 

March  18th.  Dressed.  Almost  no  discharge.  Xasal  half  of 
od  swollen,  temporal  white.  S  R.  20-20,  L  20-30.  Crossed 
diplopia.    Eye  turns  out  and  up. 

March  28th.  After  relief  of  pain  and  diminution  of  dis- 
charge, now  again  more  discharge. 

March  2!>th.  More  pain  and  swelling.  Wound  closing. 
When  opened  with  probe,  pus  (lows  out  ;  bare  bone  felt  in 
the  depth  of  the  wound. 

April  2d.  Increased  swelling:  pain  and  discharge.  A 
second  operation  was  tried  in  the  same  place  as  the  first,  but 
the  bleeding  was  so  profuse  that  the  operation  was  stopped 
and  the  wound  tamponed. 

April  4th.  Still  a  profuse  discharge.  A  good  deal  of 
swelling  of  the  orbital  tissues,  causing  the  exophthalmus  to 
persist. 

April  16th.  Dr.  Arnold  Knapp  takes  the  further  treat- 
ment. He  removes  the  middle  turbinate  under  cocaine  and 
adrenalin. 

April  19th.  Radical  operation  under  chloroform  and 
ether.    The  original  incision  was  enlarged  and  extended. 

April  20th.    The  copious  discharge  lessens. 

April  29th.  Less  discharge  in  nose.  Wound  healing. 
Discharged  from  hospital ;  cured. 

During  the  time  I  (II.  K.)  observed  the  patient,  the 
neuro-retinitis  was  markedly  pronounced  on  the  nasal  side, 
whereas  the  temporal  half  was  pale,  just  as  in  the  two 
previous  cases.    The  eye  recovered  its  sight  fully. 

August  1st.  Patient  came  to  me  on  my  request.  He  has 
not  had  any  trouble  since  he  left  the  hospital.  The  interior 
of  the  eye  and  the  sight  and  the  visual  field  are  normal. 
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CASE  IV. 

Hemorrhagic  Orbital  Phlegmon  in  the  Left  Eye  and  Orbit, 
originating  in  the  Nose,  causing  Atrophy  of  the  Left  Optic 
Disc. 

May  1st,  1906.  Patient  was  sent  to  the  operating  room. 
The  surroundings  of  her  left  eye :  Lids,  conjunctiva,  region 
of  the  eyebrows  swollen  and  very  red.  The  swollen  parts 
were  hard,  except  the  one  on  the  nasal  side.  The  cornea  was 
somewhat  dull;  no  increase  of  tension.  Sight:  faintly  move- 
ments of  the  hand.  The  eyeball  had  been  painful  and  pro- 
truding the  last  days.  Now  marked  exophthalmus  and  im- 
mobility of  the  globe.  Optic  disc  swollen  and  hemorrhagic 
on  margin  and  next  retina.  I  made  the  diagnosis  of 
hemorrhagical  and  sero-purulent  inflammation  of  the  orbit. 
I  opened  the  orbit  through  the  upper  lid,  under  the  brow, 
and  liberated  sero-purulent  discharge. 

May  2d.  More  swelling  (chemosis),  exophthalmus  not 
changed. 

May  4th.  Exophthalmus  somewhat  less.  Slight  discharge 
from  wound.    Perception  of  light. 

May  6th.  Hard  swelling  in  lower  lid  and  inferior  part  of 
orbit;  apparently  a  subperiosteal  phlegmon.  Exophthalmus 
less.  Patient  has  a  mucopurulent  discharge  in  left  nostril, 
both  from  septum  and  left  wall.  Left  middle  turbinate 
enlarged  and  some  polypi  projecting  under  it.  The  right 
middle  turbinate  is  large;  more  polypi. 

May  7th.  Incision  on  nasal  part  of  lower  lid ;  small 
amount  of  pus. 

May  10th.    Silver  tube  inserted  below. 

May  11th.  Much  discharge  from  lower  conjunctiva;  some 
from  upper. 

May  16th.    Swelling  less.  V=o. 

May  20th.  Swelling  of  optic  disc  almost  disappeared. 
Od  shows  the  area  and  margin.  V=o. 

June  22d.  Little  swelling  around  the  ball,  the  upper 
wound  closed;  the  lower  oozed  still  a  little.     The  patient 
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feels  well.  The  left  eye  is  blind  from  atrophy  of  the  optie 
nerve.    The  right  eye  is  well. 

In  all  probability  the  eye  disease  was  caused  by  the  nose. 
The  middle  turbinate  ought  to  have  been  partially  resected. 
I  have  elaborated  these  cases  with  abstracts  of  eases  of  the 
newest  publications.  The  article  will  appear  in  the  Arch,  of 
Otology.  The  subject  has  given  me  new  viewpoints,  which 
are  important  for  science  and  practice. 


Discussion. 

Dr.  Emil  Gruening: — These  are  cases  on  the  border-line 
of  rhinology,  ophthalmology  and  surgery.  I  think  that  no 
one  is  more  apt  to  deal  well  with  these  cases  than  the 
ophthalmologist.  The  so-called  radical  operation  that  the 
rhinologist  now  does  has  been  performed  by  the  ophthalmol- 
gist  for  many  years,  because  the  bad  cases  are  those  in 
which  the  orbit  is  involved  and  the  intranasal  treatment  is 
not  sufficient,  just  as  in  the  case  of  frontal  sinus  disease. 
It  shows  that  there  is  a  very  close  connection  between 
ophthalmology  and  rhinology  after  all,  although  there  is  an 
element  which  wishes  to  sever  this  connection. 

Dr.  F.  L.  Jack: — I  have  performed  five  radical  operations 
after  Killian  during  the  past  winter.  The  frontal  sinus  was 
explored  and  opened,  the  nasal  bone  removed,  as  in  Dr. 
Knapp's  cases,  also  the  roof  of  the  orbit,  the  anterior  and 
posterior  ethmoid,  cells  down  to  the  anterior  face  of  the 
sphenoidal  sinus,  and  the  middle  turbinate  also.  These 
steps  were  necessary  in  each  case  in  order  to  eradicate  the 
necrosed  tissue. 

It  is  surprising  that  after  five  or  six  months  there  is  hardly 
any  deformity  whatever.  In  three  of  the  cases  one  would 
have  to  be  within  a  foot  of  the  patient  to  discover  the 
scar.  In  one  there  was  a  slight  sinking  just  over  the  bridge. 
One  case  had  exophthalmos,  two  diplopia.    Whether  any  had 
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neuritis  I  cannot  say.  There  was  no  pain  in  the  onset  of  the 
trouble  and  very  little  tenderness.  One  case  had  been 
operated  upon  repeatedly  for  twelve  years  and  bad  a  sinus 
for  that  length  of  time  with  thickening'  of  the  tissues  and 
congestion  of  the  eye.  This  all  cleared  up  after  the  opera- 
tion. Two  other  cases  had  been  treated  by  incision  and 
injection  of  iodine.  All  these  cases  resulted  in  a  short  time 
in  healing  by  first  intention  and  the  discharge  from  the  nose 
ceased  after  a  few  days. 

Dr.  C.  J.  Kipp : — I  have  for  the  last  five  years  looked 
especially  for  eye  symptoms  in  cases  of  disease  of  the  nasal 
sinuses  and,  except  where  the  sinns  disease  extended  into  the 
orbit,  I  have  not  seen  a  case  where  there  was  optic  neuritis. 
The  cases  of  optic  neuritis  would  come  to  the  oculist,  and  yet 
in  no  ease,  except  where  the  disease  actually  extended  into 
the  orbit,  or  the  walls  of  the  orbit  were  diseased,  have  I 
ever  seen  an  affection  of  the  optic  nerve.  At  a  recent 
meeting  of  the  New  York  Academy  of  Medicine,  Dr.  Manning 
spoke  of  many  eye  diseases  he  had  seen  produced  by  sinus 
trouble,  but  I  have  never  seen  this. 

Dr.  B.  A.  Randall  : — For  the  past  ten  or  twelve  years  I 
have  been  from  time  to  time  bringing  before  our  section  on 
ophthalmology  in  Philadelphia  cases  of  this  kind,  some  with 
quite  marked  neuro-retinitis,  the  last  case  being  a  few 
months  ago,  with  retinal  hemorrhages,  but  without  very 
marked  neuro-retinal  symptoms.  I  am  sure  that  these  cases 
do  occur  from  time  to  time  and  I  think  it  extremely  im- 
portant that  they  should  be  borne  in  mind  by  the  oculist 
and  by  the  aurist,  because  in  our  cases  of  intracranial  in- 
volvement there  is  need  that  we  should  look  not  only  to  the 
suppurating  ear,  but  to  the  nasal  conditions,  or  we  may 
overlook  the  real  cause  of  the  trouble.  In  a  recent  case  I 
had  bilateral  ethmoidal  suppuration,  bilateral  tympanic 
suppuration,  with  vague  evidences  of  left  pheno  temporal 
abscess,  without  the  symptom  which  we  were  especially 
looking  for,  aphasia.    The  abscess  was  found  above  the  left 
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tinmen  tympani  and  the  patienl  proved  to  be  left-handed. 
There  are  complications  <>1'  this  sort,  and  while  we  know  that 
the  simple  eases  of  intracranial  trouble  are  very  easy  of 
diagnosis,  there  are  so  many  of  these  complicated  ones  thai 
it  is  very  import  a  nl  thai  these  things  should  he  home  in 
mind  and  corelated.  These  trivial  operations  were  nicely 
set  forth  by  Dr.  Knapp  some  fourteen  years  ago,  at  Mil- 
waukee, and  as  the  presidenl  has  said,  ophthalmologists  have 
heen  doing  the  operation  for  a  long  while. 

There  is  one  other  point  to  he  borne  in  mind,  two  indeed; 
one  the  facility  (which  many  of  you  arc  familiar  with)  of 
probing  the  sphenoid;  and  yet  I  know  men  who  stand  high  in 
the  specialty  who  arc  in  douhl  as  to  whether  the  sphenoid 
can  he  thus  investigated.  The  other  is  the  great  value  of 
atropin  in  acute  cases,  in  the  early  stages.  In  the  cases  not 
yet  suppurating  1  believe  atropia  is  almost  a  specific  in 
heading  off  trouble.  It  does  not  inspisate  the  discharges  as 
might  he  thought,  hut  relieves  the  congestion  and  I  have 
found  that  it  saved  me  many  times  from  the  necessity  of 
operating. 

Dr.  C.  J.  Kipp  : — Sometime  ago  I  had  a  case  in  which  all 
nl  the  sinuses  were  involved.  The  case  came  to  autopsy  and 
all  the  sinuses  were  found  filled  with  pus,  and  yet  that 
patient  had  not  the  slightest  sign  of  disease  of  the  optic 
nerve. 

Dr.  Emil  Gruening: — I  think,  as  Dr.  Kipp  has  suggested, 
that  neuro-retinitis  is  rare  as  a  complication  of  sinus  disease, 
but  of  course  protrusion  of  the  eyeball  and  diplopia  depend- 
ent upon  such  protrusion  are  very  frequent. 

Both  Dr.  Knapp  and  Dr.  Jack  have  said  that  the  nasal 
bone  was  removed.  According  to  my  experience  it  is  the 
nasal  process  of  the  superior  maxillary  hone  that  is  removed, 
which  renders  it  easy  to  get  into  the  ethmoidal  sinuses  and 
establishes  drainage  through  the  fronto-nasal  duct.  I  have 
performed  a  number  of  these  operations  and  do  not  find  it 
necessary  to  call  in  an  otologist,  and  in  these  cases  the  nasal 
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process  of  the  superior  maxillary  bone  was  removed.  First 
the  whole  anterior  Avail  of  the  ethmoidal  sinuses  was 
removed,  then,  leaving  the  rim  carefully,  the  floor  of  the 
orbit  with  the  trochlea  left  in  position,  the  anterior  wall  of 
the  frontal  sinus,  the  roof  of  the  orbit,  the  nasal  process 
of  the  superior  maxillary  and  then  the  ethmoidal  cells  so 
that  there  is  free  drainage  from  the  fronto-nasal  duct,  and 
then  the  wounds  were  closed.  I  had  healing  in  five  days 
and  the  scars  were  insignificant.  There  is  no  disfigurement 
in  these  cases  and  it  is  not  necessary  to  inject  parafin. 
Ophthalmologists  have  been  interested  in  these  cases  ever 
since  I  have  been  connected  with  ophthalmology,  which  is 
over  thirty  years. 

Dr.  F.  L.  Jack : — I  suppose  Dr.  Knapp's  object  in  removing 
the  nasal  bone  is  to  have  a  distinct  view  of  the  cribriform 
plate.  I  think  one  must  remove  considerable  of  the  bone, 
in  order  to  avoid  injury  to  this  plate. 


EXHIBITION  OF  A  PATIENT  OPERATED  ON  FOR 
MASTOIDITIS,  COMPLICATED  BY  EPIDURAL 
ABSCESS. 

By  DR.  W.  SOHIER  BRYANT,   New  York. 

Exhibited  a  patient  operated '  on  for  mastoiditis  com- 
plicated by  epidural  abscess,  on  June  19th,  eight  days  ago. 
The  operation  uncovered  a  fairly  healthy  cortex  except  that 
the  periosteum  was  deciduous.  A  dram  and  a  half  of 
greenish  pus  escaped  when  the  bone  was  entered  over  the 
antrum.  The  inner  table  was  eroded  over  the  sinus  which 
was  dark  and  dotted  with  granulations  from  behind  the 
knee  down  to  the  bulb.  A  large  area  of  dura  matter  was 
exposed  in  the  posterior  fossa  and  a  small  amount  in  the 
middle  fossa.  The  wound  was  washed  out  and  closed  with 
wire  suture  and  a  small  cigarette  drain  inserted.  On  the 
3rd  day  the  drain  was  removed.  The  wound  had  healed  by 
first  intention  except  at  the  exit  of  the  cigarette.  On  the 
fifth  day,  the  middle  ear  was  dry;  suture  was  removed; 
wound  healed  by  first  intention ;  watch  heard  20  inches. 

Discussion. 

Dr.  Emil  Gruening: — This  is  certainly  a  very  interesting 
case.  We  are  all  interested  in  the  rapid  healing  of  cases 
of  mastoid  disease.  Now  the  question  is  whether  it  is  wise 
to  close  up  the  wound  in  a  case  of  acute  mastoiditis  where 
the  sinus  has  been  exposed  and  where  this  sinus  has  been 
covered  with  pus  for  a  long  time.  Even  if  this  particular 
case  does  recover  I  should  dread  to  do  this  thing.  I  con- 
sider it  a  most  hazardous  enterprise.  We  do  not  know 
whether  this  patient  is  well  or  not.  even  if  the  outer  wound 
is  closed.  That  it  is  possible  to  close  such  wounds  I  grant, 
but  whether  we  actually  cure  the  patient  is  another  question. 
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If  we  can  cure  a  ease  of  acute  mastoiditis  in  one  week  of 
course  we  want  to  do  it,  if  it  can  be  done  without  danger. 
We  are  all  interested  in  shortening  the  period  of  healing. 
We  do  not  like  to  wait  two  months  or  more  for  healing 
and  if  rapid  healing  can  be  secured  without  danger  we 
should  certainly  desire  it,  and  the  matter  deserves  further 
thorough  discussion. 


THE  BLOOD-CLOT  METHOD  OP  WOUND  REPAIR  IN 
AURAL  SURGERY. 


FRANK  B.  SPRAGUE,  M.  D.,  Providence,  R.  I. 

The  employment  of  the  organized  blood-clot  in  the  healing 
of  the  mastoid  wound  is  still  an  experimental  procedure, 
although  in  general  surgery  it  is  recognized  as  a  rational 
method  of  imitating  nature  and  assisting  her  in  wound 
repair.  Since  M.  Schede's  (I)  proposition  was  published  in 
1886  on  the  "Healing  of  Wounds  under  the  Moist  Blood 
Scab",  the  organized  blood-clot  has  been  utilized  to  some 
extent  in  the  surgery  of  the  long  bones  and  in  other  opera- 
tions which  have  necessitated  the  removal  of  large  amounts 
of  tissue,  leaving  large  spaces  to  be  filled.  In  an  article  on 
"The  Treatment  of  Wounds  with  Special  Reference  to  the 
Value  of  the  Blood-Clot  in  the  Management  of  Dead  Spaces", 
written  by  Dr.  Wm.  S.  Halsted  of  Baltimore  in  1891,  he 
reports  one  hundred  and  twenty-two  operations  of  various 
kinds,  including  tubercular  joints,  malignant  growths, 
gonorrhoea!  glands  and  joints  and  other  serious  conditions 
in  which  the  blood-clot  method  of  healing  was  used  and  only 
two  cases  suppurated.  This  certainly  speaks  well  for  its  use 
in  general  surgery.  My  attention  was  first  called  to  blood- 
clot  healing  in  1889  by  Dr.  A.  M.  Phelps  of  New  York  City, 
who  had  made  use  of  the  method  in  orthopaedic  surgery. 

The  application  of  the  method  to  the  healing  of  the 
mastoid  wound  occurred  to  me  in  1892,  early  in  my  studies 

I.  M.  Schede — "Uber  die  Heilung  von  Wunden  unter  den  feuchten 
Blutschorf."  Verhandlunger  der  deutichen  Gesellschaft  fur 
Chlrurgle,  1S86. 

II.  Wm.  S.  Halsted — "The  Treatment  of  Wounds  with  especial 
Reference  to  the  Value  of  the  Blood-Clot  in  the  Management  of  Dead 
Spaces."  The  John  Hopkins'  Hospital  Report,  1891,  Vol.  11,  No.  5, 
Page  255. 
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in  Qtology  while  then  a  general  practitioner  and  interested 
in  its  use  in  general  surgery.  The  method  of  healing 
mastoid  wounds  then  in  use,  and  in  many  places  used  today, 
was  anything  hut  consistent  with  antiseptic  surgery.  It 
was  to  leave  the  whole  wound  open  to  heal  by  granulation. 
It  seemed  to  me  an  unnecessary  procedure  to  leave  a  great 
gaping  flesh  wound  three  inches  long  to  heal  a  bone  wound 
less  than  half  that  length;  for  beside  the  slow  process  of 
healing,  taking,  as  it  does,  from  six  to  ten  weeks,  there  is 
an  area  of  two  or  three  square  inches  of  freshly  cut  surface 
open  to  infection  and  the  irritation  of  dressings,  and  often 
these  wounds  become  the  site  of  pyogenic  granulation  tissue 
requiring  curetting  and  cauterizing  and  not  infrequently  a 
second  operation.  It  seemed  to  me  that  these  nasty  wounds 
could  be  avoided  to  a  large  extent  by  sewing  up  the  line 
of  incision  and  allowing  the  resulting  mastoid  space  to  fill 
and  heal  by  blood-clot.  Not  being  in  a  position  to  put  these 
ideas  into  practise,  I  suggested  them  to  Dr.  C.  J.  Blake 
who  after  a  little  hesitation  decided  to  try  it  and  very  kindly 
gave  me  the  pleasure  of  assisting  in  the  first  attempt.  This 
was  in  the  spring  of  1892.  This  case  succeeded  so  well, 
healing  in  five  days,  that  he  has  continued  to  use  it.  And 
the  successful  manner  in  which  he  has  developed  and 
described  it  is  well  known  in  otological  literature. 

The  first  mastoid  operation  that  I  performed  in 
which  I  was  intending  to  make  use  of  the  blood- 
clot,  was  in  October,  1892 ;  but  conditions  were 
such,  the  man  being  an  alcoholic,  and  the  necrosis 
very  extensive,  I  did  not  feel  safe  in  closing  the 
wound  completely,  so  the  lips  of  the  incision  were  brought 
together  with  sutures  from  above  downward  to  the  upper 
limit  of  the  bone  opening,  and  from  below  upward  to  the 
lower  limit  leaving  about  an  inch  free  at  the  bottom  of 
which  a  quarter  inch  rubber  drainage  tube  was  placed.  The 

1H.  C.  J.  Blake — Transactions  nf  American  Otological  Society, 
Vol.  VII,  Page  32:  "Blood-Clot  in  Mastoid  Operation. "  And  "Further 
Observations  on  the  Blood-Clot  in  Mastoid  Operations."  Vol.  VIII, 
Page  140. 
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wound  united  by  primary  union,  except  the  part  loft  for 
drainage.  The  tube  was  removed  on  the  third  day  and  it 
was  found  that  the  blood  had  filled  the  cavity  and  clotted 
around  the  tube.  The  tube  was  not  replaced  and  the 
stitches  were  removed  on  the  eighth  day.  On  account  of 
imprudence  on  the  part  of  the  patient,  the  wound  became 
infected  and  a  gravity  abscess  developed  so  that  a  second 
operation  was  necessary,  but  in  spite  of  all  the  complications 
the  wound  was  firmly  healed  in  eighteen  days. 

The  second  case  was  treated  in  a  similar  way  at1  1  healed 
in  twelve  days.  The  third  case  was  a  girl  of  twelve  years. 
The  necrosis  was  extensive,  but  the  blood-clot  was  tried, 
leaving  a  wick  of  gauze  three-eighths  of  an  inch  wide,  con- 
sisting of  four  or  five  thicknesses  of  gauze  placed  between 
the  lips  of  the  wound  at  the  lower  level  of  the  bone  opening; 
and  the  remainder  of  the  wound  closed  by  interrupted  silk 
sutures.  This  little  wick  is  ample  to  drain  off  the  blood 
serum  which  becomes  pressed  out.  of  the  clot  without  dis- 
turbing the  clot  itself,  at  the  same  time  it  leaves  a  vent 
which  is  easily  opened  in  case  of  infection.  The  wick  was 
removed  on  the  third  day  and  the  wound  was  healed  on  the 
seventh  day. 

The  healing  of  the  first  two  cases  is  practically  the  same 
as  what  happens  in  any  abscess  cavity ;  the  pus  and  necrotic 
tissue  evacuated,  the  drain  material  inserted  and  whether 
deliberately  planned  or  not,  the  blood  fills  in  around  it  and 
coagulates  and  if  it  does  not  become  infected,  it  organizes 
and  helps  to  fill  up  the  space  and  form  new  tissue.  A  very 
good  explanation  of  blood-clot  organization  will  be  found  in 
an  article  by  Dr.  H.  O.  Reik  <IV)  of  Baltimore,  on  the 
"Blood-Clot  Dressing,  Considered  Physiologically." 

Therefore,  in  our  attempt  to  improve  on  the  mastoid 
wound  we  have  two  methods  of  using  the  blood-clot,  First, 
the  closed  method,  using  a  superficial  vent  or  not,  according 
to  circumstances.    And  second,  the  drain  method,  where 
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gauze  wick  drain  a  half  inch  or  less  in  width  or  a  small 
Halsted  protective  drain  is  inserted  a  half  inch  or  deeper 
into  the  cavity.  If  the  first  method  fails,  as  it  sometimes 
docs,  we  can  easily  resort  to  the  second  by  separating  the 
incision  with  a  probe  and  inserting  a  drain  wick,  and 
probably  succeed;  if  there  is  no  new  infection,  with  but  a 
Few  days  delay  in  healing.  In  the  most  unfavorable  cases, 
when  blood-clot  healing  is  tried,  healing  is  rarely  longer 
than  three  weeks;  so  that  in  our  blood-clot  failures  we  have 
gained  three  weeks  on  the  best  cases,  if  measured  by  the 
old  method  which  takes  at  least  six  weeks. 

In  contemplating  the  use  of  the  blood-clot  in  the  healing 
of  the  mastoid  wound,  we  are  confronted  with  one  condition 
which  modifies  all  general  surgical  principles  in  their  appli- 
cation to  the  temporal  bone,  both  in  operation  and 
post-operative  treatment.  At  the  bottom  of  the  mastoid 
wound  we  have  an  anatomical  space — the  tympanum — 
which  at  the  time  we  make  our  wound  is  in  a  stafcti  of 
pyogenic  infection,  pouring  out  infectious  material  which 
endangers  our  blood-clot,  and  if  confined  in  the  closed 
cavity  of  the  mastoid  would  endanger  our  patient,  although 
the  clot  has  considerable  resisting  power.  Nevertheless,  a 
suppurating  ear  is  a  menace  to  a  perfect  result  and  must 
have  due  consideration.  Consequently  the  first  point  of 
attack  in  our  mastoid  operation  is  the  tympanum,  to  rid 
it  of  as  much  septic  material  as  possible. 

Technique.  The  general  principles  of  the  operation 
proposed  by  Schede  on  the  long  bones  were  to  preserve  the 
periosteum  intact  as  far  as  we  were  able  to,  and  through  a 
long,  clean,  horizontal  incision,  remove  all  diseased  bone 
possible  after  which  the  resulting  space  was  allowed  to  fill 
with  blood,  the  periosteum  reunited  and  soft  parts  closed  to 
heal  by  primary  union. 

These  principles  are  adhered  to  in  the  surgery  of  the 
mastoid  bone  as  far  as  practicable.  The  technique  of  the 
operation  itself  is  a  matter  of  individual  choice.  Every 
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well  established  ;iura]  surgeon  has  his  own  methods,  he 
knows  what  he  w;ints  lo  do,  and  how  he  can  best  do  it. 
There  are  sonic  points,  however,  which  I  should  like  to 
emphasize  as  they  are  especially  important  where  the  blood- 
clot  is  attempted.  It  is  assumed  that  the  principles  of 
aseptie  surgery  are  observed  to  the  minutest  detail,  begin- 
ning with  the  preparation  of  the  patient,  in  applying  the 
soap  or  bichloride  poultice  six  hours,  or  as  long  before 
operation  as  possible,  and  continuing  on.  not  only  through 
the  operation  hut  in  the  post-Operative  treatment  until 
healing  is  complete.  Many  cases  which  are  successful 
aseptic  operations  are  spoiled  by  lack  of  asepsis  at  the  first 
or  subsequent  dressings. 

Tlie  first  stej)  in  the  operation,  after  removing  the  poultice, 
is  to  carefully  cdeanse  the  external  auditory  canal  and 
tympanum.  The  tympanic  membrane  should  be  freely 
incised  from  top  to  bottom,  at  the  same  time  cutting  deep 
enough  to  penetrate  the  engorged  oedematous  mucous 
membrane  of  the  cavity.  Then  this  should  be  thoroughly 
irrigated  and  swabbed  with  sixty  per  cent,  alcohol;  after 
which  the  canal  is  plugged  loosely  with  gauze.  The  post- 
aural  field  is  then  scrubbed  with  soap  and  water,  ether  and 
finally  alcohol  and  the  head  within  the  radius  of  four  or  five 
inches  is  wet  with  alcohol,  after  which  the  sterilized 
protectives  are  applied  and  we  proceed  to  open  the  mastoid. 

In  making  the  incision,  in  applying  the  artery  clamps,  or 
in  using  retractors  and  other  instruments  all  unnecessary 
bruising  of  the  soft  parts  should  be  avoided.  •  The  cut  in 
the  periosteum  should  be  continuous  and  clean,  it  should 
be  elevated  without  injury,  and  carefully  replaced  after  the 
bone  is  evacuated.  After  the  diseased  tissue  has  been 
removed  and  the  bone  cavity  made  smooth  and  clean,  a 
small  curette  is  used  to  reach  into  the  aditus  and  deep 
part  of  the  antrum  and  remove  the  pyogenic  membrane  and 
any  necrotic  tissue.  The  cavity  is  now  thoroughly  irrigated 
with  sterile  normal  salt  solution  and  then  mopped  dry  and 
allowed  to  fill  with  blood.    Formerly  I  have  used  carbolic 
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and  alcohol,  bichloride,  chloride  of  zinc  solution  and  other 
chemicals  to  sterilize  the  cavity,  but  I  believe  they  injure 
the  tissues  and  do  more  harm  than  good.  If  the  soft  parts 
have  necrotic  areas  and  pus  cavities,  they  should  be  removed 
before  the  bone  is  opened.  The  cavity  now  filled  with  blood, 
the  periosteum  is  replaced  and  the  soft  parts  brought 
together  and  sutured,  subcutaneous  wire  sutures  or  silk 
worm  gut  are  preferable,  and  I  do  not  know  that  there  is 
very  much  choice.  Interrupted  sutures  may  be  used,  buried 
ones  are  best.  Care  should  be  used,  however,  not  to  tie 
them  too  tightly,  for  if  swelling  occurs,  parts  of  the  wound 
may  become  strangulated,  slough  and  suppurate.  After  the 
wound  is  closed  the  plug  of  gauze  is  removed  from  the  canal 
which  is  again  carefully  cleaned  by  wipeing  and  a  new 
wick  inserted,  the  wound  is  again  washed  off  with  saline 
and  dressings  applied.  The  dressings  are  removed  on  the 
third  day  and  the  canal  wick  removed  which  will  probably 
be  saturated  with  serum,  the  canal  is  wiped  dry  and  a  fresh 
wick  loosely  inserted.  The  dressing  is  then  reapplied  and 
left  another  day  or  two,  according  to  circumstances.  When 
this  is  removed  the  canal  wick  is  dry  or  nearly  so  at  this 
dressing,  if  everything  is  doing  well.  The  wound  is 
examined,  and  if  it  looks  all  right,  is  not  touched.  If  there 
should  be  any  local  redness  and  swelling,  a  vent  should  be 
made  with  a  probe  at  this  point  ;  and  if  secretion  is  pres- 
ent, it  should  be  wiped  out,  not  irrigated.  If  it  is  serum 
the  vent  can  be  allowed  to  close  again.  If  it  should  be  pus 
a  gauze  wick  should  be  inserted,  and  the  wound  treated  as 
a  drained  wound.  If  at  the  operation  we  decide  that  it  is 
not  wise  to  use  the  closed  method,  the  only  difference  in 
technique  would  be  to  place  the  gauze  wick  or  Halsted 
protective  drain  in  place  after  the  wound  has  been  closed 
between  stitch  loops  as  previously  described.  If  the  drain 
method  is  employed,  a  cotton  tipped  carrier  is  passed  into 
the  opening  and  the  serum  soaked  out  by  the  cotton ;  this 
is  repeated  till  the  cotton  comes  out  dry  and  the  discharge 
of  serum  ceases  in  from  seven  to  ten  days,  after  which  the 
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wound  is  allowed  to  close.  To  insure  sterile  cotton,  after 
being  twisted  on  the  wire,  it  is  passed  through  a  flame  and 
then  extinguished  by  snapping,  not  by  the  blowing  of  the 
breath.  If  pus  appears  in  the  wound  it  is  irrigated  by 
normal  salt  solution.  Tins  cleanses  the  wound  as  well  as 
any  so  called  antiseptic  solution  and  does  not  interfere 
with  healing  by  producing  superficial  necrosis  of  the  new 
forming  tissue  as  bichloride  as  weak  as  1-10,000  has  been 
known  to  do.  The  stronger  antiseptics  do  more  harm  than 
good,  retarding  repair  rather  than  helping  it. 

If  drains  are  used  they  must  he  left  out  at,  intervals  and 
discarded  as  soon  as  possible,  as  in  some  wounds  the  dis- 
charge is  increased  by  them.  If  their  use  is  continued  too 
long  they  interfere  with  healing. 

In  all  uncomplicated  acute  mastoids,  one  of  these  two 
methods  of  healing  is  always  employed.  When  intra-cranial 
complications  are  present,  the  incision  over  the  bone  opening 
is  left  open  and  the  cavity  packed  to  heal  by  granulation, 
while  the  remaining  incision  unites  by  primary  union. 

I  have  operated  in  all  186  acute  cases.  In  129  of  these 
I  have  tried  one  of  the  blood-clot  methods.  The  other  57 
were  healed  by  granulation  as  described,  most  of  which  were 
healed  in  less  than  four  weeks.  Sixty  cases  were  treated 
by  the  drain  method,  healing  in  from  12  to  28  days;  the 
majority  of  them  being  from  18  to  21  days.  In  (ill  cases  the 
typical  blood-clot  method  was  used  and  42  of  them  healed 
without  interruption  in  from  7  to  15  days  as  follows:  1  case 
healed  in  7  days;  3  eases  healed  in  10  days;  2  cases  healed 
in  11  days;  2  cases  healed  in  12  days;  4  cases  healed  in  13 
days;  20  cases  healed  in  14  days;  10  cases  healed  in  15  days; 
the  remaining  27  for  some  reason  did  not  heal  so  quickly, 
although  no  infection  took  place;  at  least  there  was  no  pus. 
These  healed,  2  in  l(i  days;  7  in  17  days;  and  18  in  18  days. 
<>l  the  t>!)  cases.  11  had  pus  outside  the  bone,  10  had  perfora- 
tion of  the  outer  cortex;  7  very  extensive  necrosis  and  4  had 
defects  in  the  inner  cortex. 

The  duration  of  the  disease  from  the  initial  otitis  to  the 
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operation  varied  from  one  week  to  five  months,  most  of  the 
eases  being-  between  three  and  six  weeks.  Only  2  of  the  69 
cases  required  a  second  operation ;  one  l-i  months,  the 
other  6  months  after  the  first.  Both  cases  were  chronic  and 
a  radical  operation  should  have  been  done  at  first. 

In  the  use  of  the  blood-clot  in  the  radical  operation,  my 
experience  is  limited  to  16  cases  and  only  two  of  these  suc- 
ceeded perfectly  and  5  partially;  4  became  infected  and  the 
clot  was  entirely  lost ;  5  appeared  to  heal  all  right  but  broke 
down  in  from  five  to  eight  weeks  after  the  operation. 
While  9  of  the  cases  completely  failed  they  were  no  worse  off 
than  if  it  had  not  been  tried,  and  the  other  7  surely  saved 
time  and  pain  of  dressing.  The  two  successful  cases  were 
healed  one  in  five,  the  other  in  six  weeks.  The  five  partial 
successes  were  healed  in  from  8  to  10  weeks. 

The  clot  has  not  worked  in  cases  of  cholesteatoma  or  in 
long  continued  suppuration  with  sclerosed  bone. 

The  technique  of  the  blood-clot  method  in  the  radical 
operation  is  as  follows:  After  complete  exenteration  of  the 
structure,  the  canal  flap  being  made  according  to  choice  of 
the  surgeon,  the  opening  of  the  meatus  is  made  large  enough 
to  admit  of  a  half  inch  pure  gum  drainage  tube,  which 
is  now  inserted  to  the  facial  ridge,  then  a  piece  of  round 
gauze  wick  covered  with  rubber  tissue  is  placed  through  the 
drainage  tube  along  the  remaining  bony  canal  to  the  wall 
of  the  tympanum,  then  the  whole  remaining  space  is  allowed 
to  fill  with  blood  and  the  mastoid  incision  closed  to  unite 
by  primary  union.  The  dressing  is  applied  and  left  till  the 
third  day.  when  it  is  examined  and  if  all  right,  the  new 
dressing  is  applied.  The  dressing  near  the  tube  will  be  wet 
with  blood  serum,  but  this  is  no  indication  for  disturbance; 
should  there  be  pus,  however,  it  should  be  changed.  On  the 
fifth  day,  the  wick  is  removed  and  renewed.  The  seventh 
or  eighth  day  the  tube  is  removed  and  the  cavity  carefully 
wiped  out  and  packed  closely,  but  not  tightly,  with  gauze 
made  in  small  tampons.  This  packing  is  repeated  every 
day  or  two  till  epidermization  is  complete.    Should  the  clot 
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break  clown  the  cavity  is  irrigated  with  saline  solution  and 
tamponed  as  usual  with  small  pieces  of  sterile  gauze.  If 
the  blood-clot  fails,  we  save  a  week  at  least  of  painful  dress- 
ing by  the  use  of  the  rubber  tubes  and  also  have  a  good 
opening'  to  pack  through.  This  opening  contracts  after 
a  while  and  the  patient  has  a  symmetrical  opening  not  as 
conspicuous  and  unsightly  as  the  usual  angular  cuts. 

Post-Operative  Treatment.  The  general  care  of  the 
patient  alter  the  operation  has  an  important  bearing  on  the 
progress  of  the  case:  and  relapses  and  failures  in  healing  are 
often  due  to  ignorance  or  carelessness  in  nursing.  After 
the  operation  the  patienl  should  be  placed  in  a  room  where 
the  temperature  can  be  kept  nearly  equable  night  and  day 
for  the  firsl  week  or  ten  days,  and  should  be  protected  from 
drafts  of  air  either  hot  or  cold.  In  the  wilder  great  care 
is  needed  in  ventilating  to  prevent  too  sudden  or  too  great 
change  in  the  temperature.  In  bathing  the  patient,  care 
should  be  used  not  to  chill  the  body  for  there  is  nothing 
that  will  disturb  the  convalescence  of  an  acute  ear  and 
mastoid  and  increase  the  discharge  like  sudden  disturbances 
of  the  body's  temperature  by  exposure. 

The  dressing  is  partly  removed  on  the  third  day,  and  the 
canal  wick  removed,  the  canal  dried  with  cotton  and  a  new 
wick  inserted.  The  mastoid  wound  is  not  disturbed  until 
the  fourth  or  fifth  day.  There  is  usually  a  little  swelling' of 
the  tissues  about  the  wound  for  five  or  six  days.  If  every- 
thing looks  all  right,  the  surface  is  washed  off  with  alcohol 
at  each  dressing.  The  canal  is  usually  dry  after  the  fifth 
day.  On  the  seventh  or  eighth  day  the  stitches  are  removed. 
I  find  it  better  for  the  wound  to  keep  on  the  bandage  and 
a  light  dressing  for  two  weeks  at  least.  If  the  surface  vent 
is  retained,  the  dressings  over  the  opening  will  be  slightly 
stained  with  blood  serum  for  five  or  six  days.  I  think  this  is 
the  safer  way,  as  the  blood  serum  which  is  pressed  out  of  the 
clot  and  that  which  nature  throws  out  on  the  wound  surface 
helps  to  reduce  the  virulence  of  the  organism  and  also  carries 
them  off  through  the  vent  opening.    In  cases  of  streptococus 
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infection  quantities  of  cocci  are  found  in  this  serum 
discharge  but  they  have  evidently  lost  their  virulence,  as 
they  do  not  seem  to  disturb  the  wound.  When  the  drain 
method  is  used,  the  gauze  wick  is  removed  on  the  fourth  or 
fifth  day,  discarded,  and  the  blood  serum  is  wiped  out  with 
cotton  each  day  as  long  as  it  continues  to  appear,  which  in 
these  cases  may  be  ten  days,  during  this  lime  the  wound 
should  be  kept  as  dry  as  possible,  all  irrigation  avoided;  the 
wound  is  usually  healed  from  twelve  to  fourteen  days. 
Should  the  wound  become  infected  the  drain  opening  is 
enlarged  to  about  an  inch  in  length  and  the  cavity  irrigated 
daily  with  sterile  saline  solution  until  the  discharge  ceases, 
when  pus  is  discharging  from  any  mastoid  wound,  the  best 
way  to  check  the  process  is  frequent  irrigation;  in  bad 
cases  two  dressings  a  day  for  two  or  three  days  will  clean 
up  the  wound  and  hasten  healing  wonderfully  well. 

Before  considering  some  of  the  important  conditions  hear- 
ing on  the  success  of  the  healing  by  blood-clot  in  the  mastoid 
wound.  I  wish  to  mention  a  case  which  illustrates  its  use- 
fulness in  aural  surgery  outside  of  the  hone,  namely,  a  case 
of  fibroma  of  the  lobe,  the  tumor  measuring  three-fourths 
of  an  inch  in  diameter  which  occupied  nearly  the  whole  lobe 
so  that  when  it  was  removed  a  large  hole  or  really  only  a 
rim  of  lobe  was  left.  After  the  removal  of  the  tumor,  a  piece 
of  sterile  paper  was  placed  over  the  front  and  another  over 
the  posterior  surface  and  the  space  between  allowed  to 
fill  with  blood.  In  three  weeks  all  dressings  were  left  off, 
the  patient  having  a  perfectly  formed  and  whole  lobe.  This 
is  the  only  ease  I  have  ever  had  but  its  successful  outcome 
warrants  further  trial. 

Of  the  186  acute  cases  operated  upon  only  U4' ,  were  con- 
sidered favorable  for  blood-clot  healing,  54'  -  for  the  typical 
and  10',  for  the  drain  method.  Of  the  54^5  considered 
proper  cases  for  the  typical  method  68^5  were  successful 
being  healed  in  from  7  to  15  days,  and  the  remaining  '■'>-', 
while  not  perfect  successes  were  healed  in  IS  days  and  less. 
This  shows.  I  think,  thai  blood-clol   healing  has  ;i  place  in 
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mastoid  surgery  in  selected  cases  and  even  when  not  wholly 
successful  the  time  of  healing  is  greatly  shortened  the  pain 
of  dressing  decidedly  lessened  and  the  resulting  scar  not 
noticeable. 

Indications  for  the  use  of  the  blood-clot  in  the  mastoid 
can  perhaps  be  better  considered  by  excluding  what  prove 
to  be  contra-indications,  those  conditions  under  which  the 
method  has  almost  invariably  failed.  Why  certain  cases  are 
successful  and  why  others  fail,  I  do  not  know. 

Naturally  blood-clot  healing  is  not  to  be  thought  of  in 
acute  infectious  diseases  or  in  tuberculosis,  diabetes  or 
chronic  constitutional  ailments. 

The  infecting  organism  plays  an  important  part  in  the 
healing  process.  In  primary  acute  cases,  if  the  staphylo- 
coccus is  present  it  has  always  broken  down  and  suppurated. 
Some  tell  us  that  we  do  not  get  pure  staphylococcus  in 
acute  cases,  but  the  exception  establishes  the  ride  and  I  have 
had  a  few  exceptions.  In  a  recent  case  of  sinus  thrombosis 
staphylococcus  aureus  were  found  in  the  ear.  mastoid,  sinus, 
several  mastastatic  abscesses,  and  in  a  blood  culture.  The 
boy  is  living  and  well  five  months  after  the  operation  and 
has  nothing  worse  than  a  stiff  knee  joint,  having  passed 
through  an  attack  of  measles  in  the  meantime.  If  strepto- 
coccus is  present  in  pure  culture,  and  operation  is  demanded 
before  the  opsonic  index  of  the  blood  is  sufficiently  high  to 
resist  the  infection ;  or  nature  has  not  had  time  to  throw 
up  her  fortifications  around  the  local  process,  the  blood-clot 
should  not  be  attempted;  as  not  only  the  clot  becomes 
infected,  but  the  virulence  of  the  organism  is  so  great  that 
the  whole  wound  suffers  more  or  less.  The  stitch  holes  and 
along  the  line  of  the  incision  and  every  freshly  opened  area 
is  in  48  hours  covered  with  a  fibrinous  exudate.  If  we  have 
no  bacterioligic  examination  to  help  us  out.  the  duration  of 
the  disease  from  the  primary  otitis  will  be  a  safe  guide,  and 
all  things  considered,  is  probably  the  most  reliable,  even 
when  the  laboratory  aid  is  available.    It  seems  to  require 
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about  ten  days,  on  the  average,  from  the  onset  of  the  middle 
ear  trouble  for  nature  to  do  her  work  of  fortification;  and  in 
my  experience,  all  of  these  wounds  do  better  after  this 
period.  And  really  the  cases  which  have  gone  on  three 
weeks  do  the  best  of  all. 

I  certainly  believe  in  early  operation  and  am  ready  to 
operate  as  soon  as  it  seems  imperative,  but  I  have  seen  cases 
in  my  own  practice  and  in  consultation  where  systemic 
infection  followed  the  operation  which  seemed  to  me  directly 
traceable  to  too  early  operation;  before  nature  had  walled 
off  the  local  process.  One  patient  died  of  streptococcus 
infection  following  an  operation  which  seemed  necessary  on 
the  fourth  day  following  the  initial  otitis.  Therefore,  if  it  is 
possible,  I  wait  till  the  duration  of  the  disease  is  about  ten 
days. 

The  virulence  of  the  infection  is  another  important  con- 
sideration. This  is  indicated  by  high  fever  and  the  severity 
of  the  constitutional  disturbance.  Extensive  necrosis  of 
the  bone  when  the  process  extends  into  the  zygoma  and 
petrous  cells  and  in  extensive  necrosis  of  the  soft  parts  with 
wide-spread  accumulation  of  pus  should  be  treated  by  the 
granulation  method. 

I  should  consider  all  cases  of  intra-cranial  involvement  as 
contra-indication  for  any  blood-clot  method,  even  in  a 
Localized  meningitis  it  is  not  a  safe  procedure.  If  the  dura 
is  simply  bare  after  removing  necrotic  bone,  the  blood-clot 
does  all  right.  Some  cases  of  sinus  thrombosis  after  the 
thrombus  has  been  removed  can  be  treated  by  the  drain 
method.  I  have  had  two  cases  heal  perfectly  in  14  days 
each  and  one  in  IS  days.  The  surgeon's  work  is  not  to  kill 
all  the  pyogenic  invaders  and  east  them  out,  for  we  could 
not,  if  we  would,  we  are  dealing  with  a  blood  infection, 
the  local  lesion  of  which  is  in  the  field  of  aural  surgery  and 
we  are  called  upon  to  remove  this  local  progress  and  so  allow 
nature  to  send  new  blood  reinforcements,  opsonines,  if  you 
please  to  call  them,  and  thereby  overcome  the  pyogenic 
enemy,  cast  them  out  and  proceed  with  the  process  of 
repair. 
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Whatever  method  of  wound  repair  we  may  choose  to 
employ  we  cannot  hurry  nature.  Some  eases  which  appear 
to  he  suitable  tor  quick  repair-  take  just  as  much  time  to  com- 
plete as  some  which  seem  the  most  unfavorable.  I  have 
come  to  think  that  in  mastoid  cases  twelve  to  fourteen  days 
is  nature's  best  time  and  I  do  not  believe  we  can  hurry  her. 
What  we  can  do  with  the  blood-clot  is  to  close  the  wound 
against  subsequent  infection  and  secure  the  best  and  quick- 
est results  that  nature  affords  in  the  larger  number  of  eases. 
If  the  blood-clot  is  used  indiscriminately,  many  cases  are 
sure  to  fail ;  but  if  used  under  favorable  conditions, 
observing  the  precautions  mentioned  in  operating,  in  post- 
operative treatment,  and  in  selection  of  eases,  we  have  a 
valuable  method  of  wound  repair. 


THE  BLOOD  CLOT  DRESSING. 


By   l>R.   FREDERICK   L.  JACK,  Boston. 
Aural  Surgeon  to  the  Massachusetts  Charitable  Eye  and  Ear  Infirmary 

Successes  and  failures  must  have  their  due  consideration 
in  determining  the  importance  of  any  new  method  of 
surgical  procedure.  The  blood  clot  dressing  in  wounds  is 
the  latest  to  challenge  atention  not  only  in  general  surgery, 
but  of  deeper  interest  to  us  as  otologist,  in  disease  of  the 
mastoid  bone. 

The  advocates  of  this  method  cite  its  use  in  surgery  of 
the  long  bones,  as  an  argument  in  favor  of  its  adoption  in 
the  mastoid  wound.  In  this  connection  I  may  be  permitted 
to  present  a  few  facts  with  reference  to  the  use  of  the  blood 
clot  in  general  surgery.  I  rely  upon  our  foremost 
progressive  workers  both  in  this  country  and  abroad  for  the 
following  points. 

The  majority  of  blood  clots  in  long  bones  break  down  and 
become  infected  and  it  is  now  proposed  by  some  to  substitute 
a  mixture  of  paraffin  and  iodoform.  The  rule  of  the  general 
surgeon  is  to  avoid  if  possible  filling  a  dead  space  with 
blood.  There  may  be  here  and  there  a  successful  termina- 
tion but  the  feeling  is  almost  universally  pessemistic. 

If  no  bacteria  are  present  and  the  tissues  surrounding  the 
clot  are  active  enough  it  may  be  absorbed  or  organized  as 
every  surgeon  knows,  because  long  wounds  of  considerable 
depth  heal  without  suppuration  but  this  must  be  in  an 
aseptic  field.  Where  suppuration  has  been  present 
especially  in  bones  it  is  both  practically  and  theoretically 
impossible  to  have  this  aseptic  field. 

I  am  indebted  to  Dr.  Theobald  Smith,  Professor  of  Com- 
parative Pathology  in  the  Harvard  Medical  School,  for  the 
following  statement: 

"We  are  not  yet  sufficiently  well  acquainted  with  the 
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favoring  or  inhibiting  action  of  the  blood  upon  bacteria. 
Laboratory  work  has  largely  been  done  with  blood  serum  in 
contradistinction  to  the  entire  blood  and  the  possibly  favor- 
ing action  of  the  blood  corpuscles  or  their  constituents  has 
not  been  hitherto  considered.  It  is  highly  probable  that  the 
blood  corpuscles  themselves  do  favor  the  growth  of  many 
bacteria.  For  the  growth  of  certain  bacteria,  such  as  the 
influenza  bacillus,  haemoglobin  or  its  derivatives  are 
essential. " 

This  statement  is  at  variance  with  the  claims  of  the  advo- 
cates of  the  blood  clot  treatment. 

With  this  introducion  let  us  now  briefly  consider  the  use 
of  the  blood  clot  dressing  in  the  mastoid.  If  the  experience 
of  the  general  surgeon  is  true,  and  who  can  doubt  it,  the 
mastoid  cavity  theoretically  offers  less  encouragement  of 
success  than  the  long  bones  or  almost  any  other  part  of 
the  anatomy. 

An  absolutely  septic  field  is  rendered  well  nigh  impossible 
from  the  relation  of  this  cavity  with  a  middle  ear  more  or 
less  swarming  with  pyogenic  micro-organisms  during  the 
operation  and  for  a  variable  time  afterwards. 

The  advocates  of  this  method,  for  very  obvious  reasons, 
at  the  present  time  recommend  the  use  of  a  wick  drain  in- 
serted through  the  clot  into  the  mastoid  antrum.  They  are 
approaching  the  point  upon  which  many  of  us  can  agree, 
namely  light  packing.  This  custom  we  believe  is  at  present 
very  generally  adopted  among  most  surgeons. 

The  clot  is  doubtless  disorganized  as  evidenced  by  the 
considerable  discharge  of  fluid  not  only  through  the  mastoid 
wound  but  also  the  middle  ear.  This  process  continues  until 
the  clot  is  entirely  disintegrated  and  the  wound  heals  in 
the  usual  way  by  granulations. 

In  our  experience  the  discharge  from  the  middle  ear  is 
protracted  during  this  process  with  the  consequent  destruc- 
tion of  the  drum  membrane  and  increased  impairment  of 
hearing. 


Cases. 


Acute  Middle  Ear  Suppura- 
tive with  Mastoiditis.  (0.  M. 
S.  A.)  Chronic  Middle  Ear 
Suppurative  with  Mastoiditis 
(O.  M.S.  Ch.) 


I  '0.  M.  S.  A. 

II  0.  M.  S.  A. 

III  Effoms  


IV  O.  M.  S.  A  

V   'O.  M.  S.  A  

VI  0.  M.  S.  A  


VII 


IX  . 
X 

XI. 


49  Days  Closed. 


Days  Closed 


10  years  acute 
28  days 


7  Days  . . . 
3  Months. 
22  Days  . . 


Small  opening 
at  lower  end 
Small  wick  to 
antrum 
Closed  


O.  M.  S.  A  


49  Days  . 


Closed. 


VIII  Post-aur.  ab.  0.  M.  S.  A. 


Post-aur.  ab.  O.  M.  S.  A. 

0.  M.  S.  A  

0.  M.  S.  A  


XII 


0.  M.  S.  A. 


XIII. 
XIV. 
XV.. 


0.  M.  S.  Ch  

Post-aural  abs.  0.  M.  A. 
0.  M.  S.  A  


XVI  ... 
XVII . . 
XVIII 

XIX.  .. 

XX.  .. 
XXI  ... 
XXII . . 


0.  M. 
0.  M. 
0.  M. 
0.  M. 
0.  M. 
O.  M. 
O.  M. 


XXIII  . 


XXIV  ... 

XXV  .... 


XXVI  .... 

XXVII  ... 


XXVIII 
XXIX 


XXX  . 


XXXI  ... 

XXXII  .. 

XXXIII  . 

XXXIV  . 

XXXV  . 


14  Days  . 
3  Days  . . 
60  Days  . 
21  Days  . 

21  Days  . 


18  Years  . 
3  Days  . . . 
13  Days  . . 


S.  A.  . 
S.  A.  . 
S.  A.  . 
S.  A.  . 
S.  A.  . 
S.  A.  . 
S.  Ch. 


5  Days  2  Sutures 


6  Days  . 


21  Days  . . 
7  Days  . . . 
11  Days  . . 
4  Months. 


42  Days  . 


O.  M.  S.  A.  . 
O.  M.  S.  Ch. 


O.  M.  S.  A  

Secondary  Mastoid 


Sec.  mast.  0.  M.  S.  Ch. 
0.  M.  S.  A  


O.  M.  S.  A.  . 
0.  M.  S.  Ch. 
0.  M.  S.  A.  . 


Post-aur.  ab.  O.  M.  S.  A. 
Post-aur.  ab.  0.  M.  S.  A. 


XXXVI  ..  0.  M.  S.  A. 

XXXVII.  . 'o.  M.  S.  A. 

XXXVIII.  o.  M.  S.  A. 

XXXIX  J0.  M.  S.  A. 

XL  0.  M.  S.  A. 

XLI  o.  M.  S.  A. 


XLII  O.  M.  A. ... 

XLIII  ....  o.  M.  S.  A. 

XLIV 


XLV  .. 
XLVI  . 
XLVII. 


O.  M.  S.  A  

0.  M.  S.  A  

Post-aur.  ab.  O.  M.  S.  A. 
O.  M.  S.  A  


XLVI1I  ..'0.  M.  S.  A. 


Closed. 


Closed  

Closed  

Closed  

No  Sutures. 


Small  wick  to 
antrum  and  this 
closed 

Closed  

Closed  

2  Sutures .. . 


2  Sutures .. 

Closed  

Closed  

Closed  

Closed  

Apposition 

Closed  


14  Days  . 
1  Year  . . 


8  Weeks  . 
4  Months. 


8  Years  . . 
3  Months. 


3  Days  . . 

28  Days  . 
12  Years 


Apposition 
Gauze 
2  Suturas  . 
2  Suturas  . 
2  Months  2  Suturas  . 


Closed  

Apposition 


Closed  

Apposition 
Gauze 

Closed  

Closed  


1  Sutura  . . . 
Apposition 
Gauze 
Apposition 
Gauze 

5  Days  1  Suture  . . . 

4  Months  Closed  


10  Days  . 
5  Days  . . 

4  Days  . . 


2  Months. 


7  Days  . . . 
4  Months. 


5  Days  . 


3  Months. 
5  Weeks. . 


3  Days  . 


XLIX  O.  M.  S.  A  3  Weeks. 

L   Sec.  mast.  O.  M.  S.  A.  2  Weeks. 

LI  O.  M.  S.  A  3  Weeks. . 

LII  O.  M.  S.  C.  H  I  

LI  1 1  Post-aural  abscess         1  Year  . . . 

O.  M.  S.  Ch  

LIV  O.  M.  S.  A  10  Days  .. 

LV  O.  M.  S.  A  2  Months. 

LVI  0.  M.  S.  A  4  Weeks  . 

LVII  O.  M.  S.  A  2  Weeks  . 

LVIII     . .  O.  M.  S.  A  3  Weeks  [Apposition 

LIX  O.  M.  S.  A  I?  Apposition 

LX  O.  M.  S.  A  2  Months  |Apposition 


2  Sutures.  . 

2  Sutures. . 

3  Sutures. . 

2  Sutures. . 

3  Sutures . . 

3  Sutures . . 

Apposition 
3  Sutures. . 
Closed  .... 


2  Sutures. 


Closed  .... 
Closed  .... 
Closed  .... 
Apposition 
Apposition 

Apposition 
Apposition 
6  Sutures.  . 
Apposition 


Middle 

Ear 
Healed. 


Days 
Days 
Days 


17  Days  8  Days 


2  Days . 

3  Days  . 


Small  amount  of 
pus  evacuated  on 
second  day 
4  Days  


i  Days 
:  Days 


4  Days  . . 
2  Days  . . 


19  Days 


Days 
Days 


24  Days 
7  Days 
7  Days 

26  Days 


23  Days 


12  Days  . 
5  Days  . . 
9  Days  . . 

7  Days  . . 
4  Days  . . 

11  Days  . 
4  Days  . . 

12  Days  . 
3  Days  . . 


3  Days  . 


9  Days 


6  Days  

Superficial  break- 
down 13  Days 


Complications  after    Uncomplicated  Time  spent  .. 
Operation.  Healing.      the  Innrmany. 


Temp.  103  on  2nd 
day  Cervical  ab 

SC6SS 

102°  2nd  day  Neck 
of  med.  11  days 
after  op. 


Pain  101°  Tender- 
ness in  neck 
SI.  purulant  dish, 
from  Post  wound. 
Pain,  Headaches 
cervical  swelling 
tenderness 
SI.  Superfical  sup 
puration  at  lower 
end  of  incus  on  10th 
day 

Erysipelas  4th  day 


Two  grans,  about 
line  of  incus 
Day  Erysipelas 
Thrombosis  of  lat. 
Sinus 


Support  of  clot 
broken  down 


Thrombosis  of  lat- 
eral Sinus  5  days 
after  op. 
Headache  103° 


84  Days 

2  Di 

14  Days 
4  Days 


18  1  ,ys 
21  D  ys 

i  D:  ys 

56  Days 


2  Days  . 
5  Days  . 

2  Days  . 

7  Days  . 
4  Days  . 

3  Days  . 


Died  24  hrs.  after 
op.  ?  Meningitis 


Temp.  102° 

102°  


14  Days  Measles  

14  Days  Secondary  drain 

age  of  mastoid 

9  Days  


14  Days  . 


Partially  broken 
down  8  Days" 

14  Days  [Discharging 30 

Days  after  op. 
13  Days  Nephritis  


7  Days 


Days 
Days 
Days 


6  Days 


8  Days  . 
3  Days  . 


SmallSinus  to 
Antrum  11  Days 


2  Days  

Small  Sinus  at  low- 
er end  of  wound 
13  Days 

Secondary  drain 
age 
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The  accompanying  table  of  very  significant  statistics  bears 
directly  on  these  points. 

They  are  taken  from  the  records  of  the  anral  department 
of  the  Massachusetts  Charitable  Eye  and  Ear  Infirmary  for 
the  last  five  years  and  comprise  sixty  cases.  Ten  of  my 
own  and  the  remainder  by  different  members  of  the  staff. 

The  majority  of  these  cases  were  suffering  from  acute 
suppurative  middle  ear  inflammation  and  acute  mastoiditis. 

The  average  length  of  treatment  in  the  Infirmary  was 
twenty-six  days.  At  the  time  of  discharge  the  condition  of 
the  mastoid  wound  was  as  follows:  Granulating  well  in 
five  cases;  nearly  well  in  thirty-eight  and  healed  in  nine 
cases. 

The  blood  clot  became  disorganized  in  nine  cases  in  two 
days,  twenty  cases  in  seven  days;  eighteen  cases  between 
seven  and  fourteen  days  and  one  after  fourteen  days. 

The  condition  of  the  middle  ear  at  the  time  the  patient 
was  discharged  was  continued  otorrhoea  in  twenty-two, 
healed  in  thirty-two  and  unrecorded  in  six  cases.  Two 
deaths  occurred,  one  from  meningitis  and  one  from 
nephritis. 

Uncomplicated  healing  was  obtained  in  only  four  of  the 
sixty  cases — after  intervals  of  seventeen  days;  fourteen 
days;  eight  days  and  twenty-two  days. 

Of  these  cases,  in  one  the  condition  of  the  middle  ear 
is  not  stated — one  had  an  otorrhoea  and  two  were  reported 
dry  at  the  time  they  were  discharged  from  the  Infirmary. 

After  careful  consideration  we  fail  to  appreciate  the 
advantages  of  the  so  called  blood  clot  method  over  the  one 
generally  in  use. 


SOME   FACTS   AND   FIGURES   RELATING    TO  THE 
BLOOD-CLOT  DRESSING  IN  BONE  SURGERY. 


By  H.  O.  REIK,  M.  D.,  Baltimore,  Md., 
Associate    in    Ophthalmology    and    Otology    in    the    John  Hopkins 
University,  Baltimore,  Md. 

Hannah  More  is  accredited  with  the  epigram  "The  world 
needs  not  so  much  to  be  informed  as  to  be  reminded,"  a 
statement  of  fact  particularly  applicable  to  medical  problems. 
If  we  could  always  keep  in  mind  the  established  results  of 
experimental  work  and  properly  correlate  these  experiments 
in  their  bearing  upon  other  problems  than  the  specific  ones 
they  were  designed  to  illuminate,  we  might  find,  not  infre- 
quently, that  our  troublesome  questions  of  today  were 
answered  yesterday.  At  the  risk  of  wearying  some  of  you 
with  a  twice  told  tale,  I  ask  permission  to  lay  before  you 
another  argument  in  favor  of  the  blood-clot  dressing  in 
bone  surgery,  especially  in  the  operation  of  mastoidectomy. 

At  a  recent  meeting  of  the  American  Medical  Association  in 
Boston,  while  discussing  a  paper  on  mastoid  surgery,  read 
before  the  Section  on  Otology,  one  of  my  friends  expressed 
his  disapproval  of  the  recommendation  to  employ  a  blood- 
clot  dressing  in  mastoidectomy,  in  a  statement  which  was 
in  effect,  if  not  in  his  exact  words,  "I  consider  it  an 
unsurgical  procedure  and  I  have  been  told  by  one  of  the 
best  surgeons  in  New  York  that  the  metho'd  has  fallen  into 
disrepute  even  in  the  treatment  of  osteomyelitis  of  the  long 
bones."  I  promptly  challenged  the  two  points  made  in  this 
statement  but  the  time  allowed  each  member  for  discussion 
was  too  brief  for  the  presentation  of  a  satisfactory  argument. 
Later  on,  in  the  course  of  that  meeting,  I  learned  that  some 
others  who  are  opposed  to  the  blood-clot  dressing  claimed 
to  be  so  because  they  do  not  believe  it  possesses  any  marked 
advantage  over  the  usual  method  of  packing  the  wound  with 
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sterile  gauze,  or,  admitting  that  it  is  advantageous  when 
successful,  do  not  believe  it  possible  to  secure  a  reasonable 
percentage  of  successes. 

In  this  paper,  Mr.  President,  I  propose  to  establish  three 
facts:  1st,  that  the  employment  of  blood-clot  as  a  dressing 
after  operations  upon  the  bones  and  the  effort  to  secure  the 
primary  union  of  such  wounds,  is  a  perfectly  justifiable 
surgical  procedure  based  upon  the  results  of  scientific 
investigation.  2nd,  that  the  blood-clot  dressing  as  a  feature 
of  the  operation  for  osteomyelitis  of  the  long  bones  is  not  in 
disrepute  but  is  advocated  and  employed  by  some  of  the 
most  eminent  surgeons  in  this  country  and  in  Europe.  3rd, 
that  the  statistics  of  my  own  personal  experience  show  that 
even  a  surgeon  of  only  moderate  skill  can  secure  by  this 
means  better  results  than  by  any  other  method. 

To  promote  the  argument,  it  may  be  assumed  that  in  the 
operation  of  mastoidectomy  we  are  all  agreed  upon  the 
necessity  for  a  complete  evacuation  of  all  the  products  of 
sepsis  and  all  diseased  bone,  and,  that  the  question  confront- 
ing the  operator  is — whether  to  pack  the  wound  with 
sterile  gauze  and  await  healing  by  second  intention,  or,  to 
permit  the  bone  cavity  to  fill  with  the  patient's  own  blood 
and,  suturing  the  skin  wound,  hope  for  healing  by  first 
intention.  Those  of  you  who  are  in  doubt  as  to  the  wisdom 
of  following  the  last  named  procedure  have  the  right  to 
demand  of  its  advocates  proof  that  it  holds  out  a  reasonable 
hope  of  better  results  and  that  its  employment  is  not  accom- 
panied by  any  more  serious  risk  than  belongs  to  the  simpler 
operation. 

What  are  the  special  advantages  attending  or  following 
primary  union  of  the  mastoid  wound"?  In  the  first  place, 
it  means  that  the  patient  is  enabled  to  leave  the  hospital  at 
the  end  of  one  week ;  healing  of  the  wound  edges  is  generally 
fairly  firm  by  the  fifth  day.  This  is  to  be  compared  with 
the  average  period  of  one  month  required  for  healing  under 
granulation  by  the  open  method.  Secondly,  the  after 
dressing  means  simply  a  protection  pad  or  a  light  collodion 
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dressing,  instead  of  the  repeated  cleansing  and  packing 
which  an  open  granulating  wound  requires  and  which  is 
always  somewhat  painful  for  the  patient  and  troublesome  to 
the  surgeon  or  his  assistants.  Thirdly,  primary  union  means 
almost  no  scar;  a  mere  white  line  which  three  months  later 
will  have  to  be  searched  for,  to  be  seen  ;  as  against  a  broader, 
linear  scar  with  more  or  less  depression,  according  to  the 


Fig.  1.    Mastoiditis  following  Chronic  Suppurative  Otitis  Media.   Caries  of  Tegmen 
Tynipani  and  of  Sinus  Wall.   Operation  4  years  ago. 


rapidity  with  which  new  tissue  has  been  made.  The 
accompanying  photographs  show  very  well  the  slight  scar 
that  follows  a  primary  union  of  the  mastoid  incision.  (Figs. 
1,  2  and  3.) 

Ask  yourselves  which  you  would  prefer,  should  you  be  so 
unfortunate  as  to  require  a  mastoidectomy,  dismissal  from 
the  hospital  in  one  week,  with  a  mere  changing  of  the 
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external  dressings  and  practically  no  scar,  or,  four  or  more 
weeks,  usually  more,  of  painful  dressings  of  the  wound  and 
a  permanently  visible  scar.  Your  answer  would  unquestion- 
ably be  that  you  would  choose  the  former,  provided  you 
could  be  assured  that  it  was  not  accompanied  by  additional 
risk  to  life. 

Is  there  any  danger  to  be  apprehended  from  the  use  of 


Fig.  2.    Mastoiditis  with  Acute  Suppurative  Otitis  Media. 
Operation  3  years  ago. 


this  blood-clot  dressing?  So  far  as  I  am  aware,  no  one  has 
ever  reported  an  evil  result  attributable  to  it  and  the  only 
risks  spoken  of  are  based  upon  purely  theoretical  reasoning. 
It  has  been  claimed  that  some  minute  particle  of  septic 
material,  escaping  the  eye  of  the  careful  surgeon,  might 
be  retained  by  the  clot  in  such  position  that  it  could  occasion 
trouble   by   direct   contact   with    cerebral   structures,  or 
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indirectly  by  vascular  absorption.  It  is  conceivable,  we 
must  admit,  that  such  a  thing  could  occur;  it  does  seem  to 
occur  sometimes  in  wounds  that  are  left  open,  but,  while 
it  is  just  as  possible,  it  is  no  more  probable  that  it  will  occur 
when  a  blood-clot  dressing  is  used.  Septic  material  left  in  a 
wound  will  seek  to  escape  by  the  avenue  of  least  resistance 
and.  if  it  is  sufficiently  powerful  to  cause  trouble,  it  will  in  the 


Fig.  3.    Mastoiditis  subsequent  to  epidemic  Tonsilitis  and  Acute  Suppurative  Otitis 
Media.    Photographed  10  days  after  the  operation. 

vast  majority  of  instances  find  that  route  of  exit  through  the 
soft  blood-clot  rather  than  through  the  invasion  of  solid 
tissues ;  it  can  certainly  escape  more  easily  through  the 
blood-clot  than  through  a  mass  of  gauze.  If  partially  en- 
cased in  bone  it  would  certainly  be  easier  to  infect  and 
destroy  the  clot  than  to  erode  the  bone  and,  if  lying  in 
contact  with  the  dura  it  would  have  to  fight  a  tissue  that  is 
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Ear  more  resistant  tli;m  clotted  blood.  The  natural  ten- 
dency then  is,  when  ;i  sufficient  amount  of  septic  material 
has  been  left  in  the  wound  to  interfere  with  natural  healing, 
for  destruction  of  the  clot  and  a  consequent  breaking  open 
of  the  wound  margins;  hence,  the  alleged  dangers  to  life 
are  purely  hypothetical. 

We  have  been  speaking  of  the  blood-clot  as  though  it  were 
an  inert  substance  filling  the  hone  cavity  and  unable  to 
resist  an  attack  of  any  sort.  Is  that  a  correct  estimate  of 
it?  By  no  means.  A  healthy  blood-clot  in  a  bone  cavity  is 
a  very  actively  useful  adjunct  to  the  healing  process.  It 
furnishes  a  mechanical  staging  upon  which  nature  promptly 
begins  the  construction  of  new  tissue  and  it  possesses  anti- 
septic properties  that  enable  it  to  overcome  a  certain  amount 
of  an  infective  agent,  if  any  be  present.  Let  us  consider 
what  happens  when  a  clean  cavity  in  bone  tissue  is  rilled 
with  healthy  blood-clot  and  what  power  such  a  clot  may  have 
to  overcome  infective  material  that  may  have  been  inadvert- 
ently left  in  the  wound. 

Experimental  and  clinical  studies  have  shown  that  if  any 
clean  wound  be  filled  with  the  patient's  own  blood  and 
safe  guarded  from  later  infection,  the  blood-clot  tends 
to  organize  and  new  tissue,  similar  to  that  enclosing  the  clot, 
soon  forms  to  replace  the  latter.  The  blood  flowing  into 
the  wound  cavity  rapidly  clots  and  the  fibrinous  frame  work 
of  this  clot  constitutes  a  scaffolding  on  which  the  new  tissue 
is  built.  Fresh  granulations  spring  from  the  walls  of  the 
cavity  and  grow  out  into  the  clot,  forming  a  new  fibrous 
connective  tissue,  the  nature  of  which  is  further  altered  to 
accord  with  the  character  of  the  surrounding  cavity  wails; 
that  is.  if  the  wound  lie  made  in  bone,  osteoblasts  are  sent 
out  from  the  bony  walls  or  from  the  periosteum  to  convert 
the  fibrous  substance  into  osseous  tissue.  Just  how  early 
this  osteoblastic  activity  commences  is  not  known,  but  such 
cells  have  been  observed  to  form  within  48  hours  after  the 
operation  and  it  is  certain  that  granulation  tissue  grows  more 
rapidly  into  a  healthy  blood-clot  than  into  space.  (For 
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verification  of  these  statements  see  Ziegler's  General 
Pathology,  10th  Edition,  1903,  page  267;  Warren's  Surgical 
Pathology  and  Therapeutics,  IS!)"),  pages  231-245;  and, 
Senn's  Principles  of  Surgery,  3rd  Edition,  1901,  page  54.) 
It  is  plain,  then,  that  nature  may  be  greatly  aided  in  the 
reconstruction  of  destroyed  tissue  by  providing  an  excellent 
framework  on  which  to  build  and  leaving  her  only  the  task 
of  furnishing  vascularity  and  new  tissue  cells. 

But,  suppose  the  wound  cavity  to  be  treated  is  not 
absolutely  clean,  that  some  invisible  particle  of  septic 
material  is  present  when  the  blood  is  introduced,  has  the 
blood  any  bactericidal  or  antitoxic  powers?  Lewis  and 
Cunningham,  Traube,  ( ischeidlen,  (Jrohmann,  Metschnikoff, 
Podor,  Nuttall,  Nissen,  Lubarsch,  Vaughn  and  McClintock, 
and  a  host  of  other  investigators,  have  each  done  their  share 
in  proving  that  the  normal  blood  does  possess  such  prop- 
erties. (For  a  brief  resume  of  the  history  of  this 
experimental  work  see  Cellular  Toxins,  by  Vaughn  and 
Xovy,  1902,  Chapter  5.)  These  several  investigators  have 
shown  that:  the  normal  human  blood  possesses  bactericidal 
power  varying  in  degree  in  its  antagonism  to  different 
micro-organisms;  this  property  of  the  blood  is  greater  after 
it  is  drawn  from  the  vessels  than  while  circulating  in- 
tra vascularly ;  the  microbe  destroying  substance  is  found  in 
the  serum  hut  is  produced  by  the  leucocytes;  certain 
chemical  changes  in  the  blood  may  be  induced  either  to 
increase  or  to  diminish  its  bactericidal  power,  and  this 
property  of  the  blood  naturally  diminishes  after  the  clot 
is  48  hours  old.  The  clotted  blood  possesses  greater 
bactericidal  power  than  the  circulating  blood  probably 
because  in  the  formation  of  the  clot  the  leucocytes 
break  down  and  discharge  their  entire  compliment  of 
nuclein  ;  this  is  of  especial  interest  to  the  surgeon  because 
tlie  blood-clot  in  the  bone  cavity  is  extravascular  and  to  be 
compared  with  blood  drawn  into  a  test  tube.  A  point 
worthy  of  note,  too,  is  that  bactericidal  power  seems  to  be 
present  in  freshly  drawn  blood  only  so  long  as  it  remains 
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alkaline  in  reaction.  If  its  alkalinity  be  raised  above 
normal  the  bactericidal  power  will  be  somewhat  enhanced, 
but  if  the  blood  be  below  normal  alkalinity,  or  if  it  be 
rendered  acid  in  reaction,  such  power  is  diminished  or 
actually  destroyed.  The  nnclein  acts  only  in  an  alkaline 
serum.  Carbolic  acid,  alcohol  and  bichloride  of  mercury,  all 
have  a  deleterious  influence  upon  the  germicidal  property 
of  blood  serum  and  should  not  be  used  to  sterilize  a  wound 
where  blood-clot  is  to  be  employed.  Normal  salt  solution 
may  be  used,  if  any  solution  is  required  for  cleansing,  as  the 
alkaline  effect  is  beneficial. 

A  recital  of  this  testimony  to  show  that  the  normal  blood 
clot  possesses  germicidal  power  is  not  intended  to  suggest 
that  it  may  be  relied  upon  to  excuse  incomplete  surgical 
work  or  poor  technique,  but,  is  offered  as  evidence  that  the 
said  clot  is  not  an  entirely  inert  substance,  is  not  an  ideal 
culture  medium  for  stray  germs  that  may  have  been  over- 
looked when  due  attention  was  paid  to  surgical  cleanliness, 
and,  certainly,  is  not  a  dangerous  substance  to  leave  in  a 
wound  that  has  not  been  perfectly  cleansed  of  septic 
material.  The  writer  would  insist  upon  the  most  pains- 
taking care  in  the  removal  of  all  infective  material  and 
upon  the  maintenance  of  strict  asepsis  during  the  operation 
and  the  dressing  of  the  wound,  but  submits  that  the  blood- 
clot  is  an  efficient  aid  to  the  surgeon,  not  only  in  promoting 
the  reconstruction  of  tissue,  but,  where  necessity  requires  it, 
in  overcoming  a  limited  amount  of  septic  material  that  was 
invisible  to  the  operator. 

Regarding  the  attitude  of  the  general  surgeon  towards 
the  employment  of  blood-clot  as  a  dressing  in  bone  surgery, 
I  have  elsewhere  expressed  the  opinion  that  the  Schede 
method  has  not  been  generally  adopted,  or  has  fallen  into 
disuse,  simply  because  satisfactory  success  with  it  is 
obtained  only  at  the  expense  of  a  nearly  perfect  technique 
and  a  very  thorough  operation,  an  operation  which  consumes 
more  time  than  the  average  hospital  surgeon  can  or  will 
afford  his  cases;  it  is  so  much  easier  to  superficially  curette 
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the  walls  of  the  cavity  and  leave  the  wound  to  heal  by 
granulation.  This  view  of  the  situation  is  sustained  by 
interviews  with  hospital  chiefs  and  by  an  appeal  to  the  lead- 
ing text  books  on  surgery.  I  have  carefully  read  the 
sections  devoted  to  the  surgical  treatment  of  Osteo-myelitis 
in  the  following  list  of  books: — American  Text-Book  of 
Surgery  (Keen).  Internationa]  Text-Book  of  Surgery  (War- 
ren and  Gould),  Roberts'  Manual  of  .Modern  Surgery, 
Bickham's  Operative  Surgery,  Bryant's  Operative  Surgery, 
Von'  Bergmann 's  System  of  Surgery  (Translated  by  Bull). 
Oehsner's  Clinical  Surgery,  Dennis'  System  of  Surgery.  Sir 
Frederic  Treves'  System  of  Surgery,  Von  Esmarch's 
Surgical  Technique  (edited  by  Semi),  Tillman's  Text-Book 
of  Surgery  (edited  by  Stimson),  Rose  and  Carless'  Manual  of 
Surgery,  Jacobson  and  Steward's  Text-Book,  Warren's 
Surgical  Pathology  and  Therapeutics  and  Serin's  Principles 
of  Surgery,  which  fairly  well  cover  the  list  of  surgeries  in 
vogue  today,  and  in  not  a  single  instance  is  there  a 
criticism  of  the  method  save  that  "it  frequently  fails  because 
of  imperfect  asepsis."  Thus,  Jacobson  and  Steward  (4th 
edit...  1902,  vol.  2,  page  678)  say,  "the  success  of  this  plan 
depends  entirely  upon  the  production  of  an  aseptic  wound." 
Keen  (American  Text-Book  of  Surgery,  1892,  book  2.  page 
262),  speaking  of  the  several  methods  of  facilitating  rapid 
healing  says,  "in  order  that  success  may  follow  the  adoption 
of  any  of  these  methods  the  wound  must  be  made  aseptic 
and  kept  so.  Von  Bergman  (1904,  vol.  3,  page  702)  remarks 
that  "Schede  blood-clots  the  cavity;  this  method  has  not 
fulfilled  the  former  expectations  held  in  regard  to  it,  as 
even  with  the  greatest  care  complete  asepsis  is  rare.'" 
Tillman's  (4th  edition.  1898,  edited  by  Stimson.  page  827) 
says,  "Healing  under  the  moist  blood  scab,  after  Schede, 
is  a  very  good  method  in  some  cases,  if  the  operation  has 
been  performed  under  strict  asepsis."  In  his  Principles  of 
Surgery  and  Surgical  Pathology  (1894,  4th  edit.,  page  102) 
the  same  author  explains  that  "bad  results  are  chiefly  due 
to  imperfect  asepsis  during  the  operation  or  after- 
treatment.  ' ' 
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If  I  may  be  permitted  to  quote  still  further  from  these 
accepted  authorities,  it  can  be  shown  that  a  number  of 
our  best  surgeons  distinctly  endorse  the  blood-clot  dressing. 
Von  Esmarch  (Surgical  Technic,  1901,  p.  315)  after 
speaking  of  the  use  of  bone  chips,  says  "it  is  much  better, 
after  a  complete  suturing  of  the  margins  of  the  skin,  to  allow 
the  cavity  to  be  filled  with  blood  and  to  heal  by  the  aid  of 
the  moist  blood-clot  (Schede)."  Roberts'  (Manual  of 
Modern  Surgery,  '2nd  edition,  1899,  p.  335-6)  says  "Anti- 
septic surgery  has  much  shortened  the  process  of  healing  by 
making  possible  the  implantation  of  cellulo-cutaneous  Haps 
and  the  organization  and  ossification  of  aseptic  blood-clots." 
And,  after  referring  to  the  Schede  method  and  the  difficulties 
of  success  with  it,  adds:  "These  osteoplastic  operations 
deserve  further  trial  in  cases  in  which  the  bone  has  been 
extensively  destroyed."  Rose  and  Carless  (5th  edit.,  1902, 
p.  512)  say,  "The  soft  parts  are  then  drawn  together  and  the 
wound  dressed.  It  is  advisable  to  cover  it  with  protective, 
so  that  the  hollow  may  fill  with  blood-clot,  and  this  is  then 
allowed  to  organize.  If  the  wound  remains  aseptic,  and 
enough  bone  is  removed,  the  most  satisfactory  results 
follow."  Bryant  (Operative  Surgery,  4th  edition,  1905,  vol. 
1,  p.  357)  says,  "If  the  diseased  tissue  of  both  the  hard  and 
the  soft  parts  can  be  removed,  and  there  be  no  sinus  com- 
munications with  other  diseased  areas,  an  attempt  should 
be  made  to  repair  the  defect  promptly  by  a  method  of 
healing  devised  by  Schede."  Ochsner  (Clin.  Surgery,  1902. 
p.  436)  describes  the  removal  of  the  sequestrum  and  the 
cleansing  of  the  cavity  and  states  that  :  "It  has  been  my 
custom  to  apply  strong  compound  tincture  of  iodine  to 
these  surfaces  after  the  alcohol  has  been  sponged  away  and 
then  to  close  the  wound  with  sutures  and  apply  a  large 
aseptic  dressing.  IF,  however,  there  is  doubt  about  the 
complete  removal  of  all  the  infected  tissue  it  is  much 
wiser  to  tampon  the  cavity  with  iodoform  gauze  and.  if  it 
is  found  aseptic  after  a  few  days,  to  (dose  the  wound  by 
secondary  sutures."    This  plan  id'  delaying  the  attempt  to 
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secure  primary  union  is  also  advocated  by  Warren  and 
Gould  (International  Text-Book,  1902,  2nd  edition,  vol.  1,  p. 
604)  for  use  in  the  treatment  of  cases  of  acute  osteomyelitis, 
but  in  chronic  periostitis  and  osteomyelitis  they  describe  the 
operation  of  sequestrectomy  (page  685)  and  advise  "after  the 
operation  the  wound  should  he  stitched  up  closely  and 
healing  by  first  intention  aimed  at."  In  his  treatise  on 
Surgical  Pathology  and  Therapeutics  (1894,  page  217),  when 
discussing  the  use  of  blood-clot  and  bone  chips,  Warren 
says,  "Many  successful  cases  testify  to  the  value  of  the 
above  methods.  They  cannot,  however,  be  carried  out  in 
difficult  cases  except  by  the  trained  surgeon  with  every 
possible  convenience  at  his  command.  Many  bone  cavities 
communicate  with  the  exterior  surface  by  numerous 
tortuous  channels,  whose  walls  contain  septic  material 
which  is  sure  to  contaminate  the  blood-clot.  These  methods 
are  better  adapted  to  cavities  not  made  by  suppuration  or  to 
pus  cavities  of  limited  size  and  readily  accessible  to  the 
gouge  or  the  curette."  There  is  a  strong  temptation  to  quote 
at  length  from  Senn's  writings  on  the  use  of  decalcified 
bone-chips  and  blood-clot  in  bone  surgery.  Most  of  you  are 
probably  familiar  with  his  earnest  advocacy  of  this  method 
of  obtaining  primary  healing  of  such  wound  cavities,  which 
is  in  effect  a  modification  of  the  Schede  method.  Senn 
(Principles  of  Surgery,  3rd  edition,  1901,  p.  302)  fills  the 
cleansed  cavity  with  sterile  decalcified  bone-chips  and 
permits  the  blood  to  act  as  a  cement  substance,  as  it  coagu- 
lates, glueing  the  chips  together  and  the  entire  mass  to  the 
surrounding  tissues.  Commenting  upon  the  results,  he 
says,  "If  an  operation  for  necrosis  with  implantation  of 
decalcified  antiseptic  bone-chips  is  followed  by  suppuration, 
it  is  an  evidence  that  asepsis  was  imperfect  and  such  cases 
must  be  treated  upon  the  same  principles  as  suppuration  in 
other  localities." 

The  application  of  these  quotations  from  the  leading 
text-books  of  the  day  may  be  objected  to  on  the  ground 
that  their  authors  were  not  consulted  and  might  not  have 
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been  speaking  from  the  same  point  of  view  as  the  one  who 
applies  their  remarks.  I  can  hardly  conceive  any  serious 
objection  on  that  score,  but.  to  meet  such  a  possible  con- 
tingency, I  wrote  to  two  of  the  most  prominent  surgeons 
in  this  country  and.  explaining  that  I  desired  to  use  their 
answers  in  my  paper,  asked  whether  the  blood-clot  dressing 
is  in  disrepute  in  the  treatment  of  Osteo-myelitis ;  why,  if 
simply  in  disuse,  it  is  not  more  popular;  and,  whether  there 
is  any  special  danger  in  using  it  in  Mastoid  work?  The 
letters  received  in  reply  are  herewith  published  in  full: 

"My  Dear  Dr.  Reik:— 

Your  letter  received.  I  have  been  out  of  town  or  should 
have  answered  it  earlier.  In  reply,  I  would  say  that  the 
blood-clot  method  has  fallen  into  disuse  of  late  among  most 
surgeons  for  the  simple  reason  that  it  was  found,  in  cavities 
of  any  considerable  size,  that  the  clot  was  liable  to  soften 
and  disintegrate.  In  small  cavities,  however,  it  is  still 
used  with  great  satisfaction. 

I  see  no  reason  why  it  should  not  be  admirably  adapted 
to  mastoid  operations,  since  the  cavity  is  a  small  one. 
provided,  of  course,  it  can  be  thoroughly  disinfected. 

Sincerely  yours, 

J.  M.  T.  FINNEY." 

Baltimore,  June  15,  '06. 

By  way  of  comment  upon  this  letter,  I  beg  to  say  that 
the  disintegration  of  a  large  clot,  such  as  is  referred  to  by 
Dr.  Finney,  is  not  always  a  result  of  infection,  but  is  prob- 
ably often  due  to  inefficient  nutrition  ;  new  blood  vessels  not 
reaching  the  centre  of  the  clot  in  time  to  prevent  the  natural 
tendency  to  deterioration,  which  occurs  after  48  hours. 

"Dear  Dr.  Reik: — I  am  convinced  that  the  healing  of 
bone  cavities  in  the  long  bones  is  greatly  facilitated  in  many 
cases  by  the  use  of  the  moist  blood-clot  and  presume  that 
this  is  also  lime  of  the  mastoid  cavity.  In  the  prolonged 
attempts  by  a  very  zealous  surgeon  to  make  the  wound 
bacteriologically  clean  there  may  lie  a  risk  but  I  can  foresee 
no  other. 
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The  employment  of  the  blood-clot  is,  il  seems  to  me,  ;i 
safeguard  instead  of  ;i  menace,  because;  first,  the  clol  has 
bactericidal  qualities;  second,  tension  must  be  provided 
against  in  order  to  insure  success  for  the  method;  and  third, 
the  temptation  to  pack  the  wound  is  avoided. 

We  recognize  wind  might  be  termed  passive  ;is  well  as 
active  attempts  to  secure  blood-clol  formation  and  substitu- 
tion. In  the  passive  process  no  special  effort  is  made  to 
render  the  wound  germ  Tree;  but  it  is  covered  with  gutta- 
percha tissue,  allowed  to  (ill  partly  or  completely  with  blood 
or  serum,  tension  is  provided  against  and  immobility  and 
protection  from  insult,  and  so  far  as  possible  from  rein- 
fection, secured.  Often  under  these  conditions  a  blood-clot, 
in  part  or  in  toto,  will  become  subst  ituted  and  tin;  fillin.»-  of  a 
still'  walled  cavity  hastened. 

I  shall  be  much  interested  to  learn  if  you  consider  the 
moist  clot  method  applicable  to  all  cases  of  mastoid  abscess 
or  only  to  selected  ones. 

Very  sincerely  yours, 
W.    S.  IIALSTED." 

Balto.,  June  20,  1906. 

Note  here  that  Dr.  Halstead  considers  the  blood-clot  useful 
in  cases  where  complete  cleansing  of  the  cavity  is  believed  to 
be  impossible;  acting  as  an  antiseptic,  the  clot  advances  the 
healing'  process. 

Now,  what  does  a  summary  of  all  this  show?  There  is 
not  one  word  of  caution  against  any  possible  danger  from 
use  of  the  method,  not  so  much  as  an  intimation  that  it  is 
an  unsurgical  procedure  or  that  it  defies  any  law  of  physi- 
ology or  bacteriology.  On  the  other  hand,  a  host  of  teachers 
of  surgery  endorse  the  method  in  the  treatment  of  necrosis 
of  the  long  bones,  and  point  out  the  fact  that  the  possi- 
bilities of  success  are  even  greater  in  healing  small  bone 
cavities  like  those  made  in  the  operation  of  mastoidectomy, 
stating  one  proviso  only — that  a  thorough  operation  should 
be  performed  and  strict  asepsis  maintained.  The  sole  ex- 
planation offered  for  failure  to  secure  satisfactory  results 
is,  that  a  perfect  operation  was  not  performed.  Attention 
should  be  called  to  the  fact  that  there  is  no  penalty  provided 
for  this  crime ;  failure  simply  means  that  the  wound  must  be 
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re-dressed  and  packed  for  healing  in  the  usual  way  where 
tlu'  open  method  is  adopted  ;il  the  start. 

Is  it  ;i  just  criticism  of  any  operation,  or  a  cause  for-  its 
condemnation,  to  say  that  it  requires  of  the  operator 
thoroughness  and  cleanliness?  Sufficient  time  to  do  our 
work  completely,  thoroughness  in  every  detail  and  efficient 
surgical  technique  are  three  things  we  owe  every  patient 
no  matter  how  Large  or  small  the  operation. 

My  third  proposition  was  to  set  forth  a  statement  of  per- 
sonal experience  with  the  use  of  blood-elol  in  mastoidectomy. 
A  statistical  review  of  the  last  1(H)  mastoid  operations  which 
I  have  performed,  given  in  a  condensed  form  to  illustrate  the 
points  at  issue  here,  is  shown  in  the  appended  table: 


Operations  upon  the  mastoid  and  lateral 
sinus,  8 

Tympano-mastoid  exenterations,  16 

Operation  for  Mastoiditis  following  Acute 
Sup.  Otitis  Med..  60 

Operation  for  Mastoiditis  following 
Chronic  Sup.  Otitis  Med.,  16 


100 

Acute  cases  packed  and  drained,  17 
"     dressed  with  blood-clot,  43 


60 

Primary    healing    under    blood-clot  (in 

this  class),  31 
Partially  successful  primary  union.  3 
Clot  infected  and  broke  down.  !) 


43 

Percentages  of  complete  successes.  72% 
Chronic  cases  packed  and  drained,  6 
"      dressed  with  blood-dot.  10 
Primary  healing  under  blood-clot,  5 


Percentage  of  complete  success,  50$ 
Total  blood-clot  cases — acute  and  chronic,  53 
Primary  union  in.  36 
Success  in  unselected  cases,  68% 
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Yon  may  ask  why  the  other  23  eases,  17  acute  and  6  chronic, 
were  not  closed,  and  what  was  the  basis  of  selection  of 
eases.  The  cases  for  blood-clot  were  not  selected  ones,  but 
on  the  other  hand,  this  method  of  dressing  was  frequently 
employed  in  the  face  of  opposition  and  the  predictions  of 
my  associates  and  assistants  that  failure  awaited  me.  The 
23  eases  packed  were  mostly  treated  at  a  period  when  I  was 
not  yet  convinced  of  the  absolute  safety  of  the  blood-clot, 
or  were  treated  under  the  observation  of  some  surgeon  the 
effect  of  whose  criticism  I  feared  at  that  time,  or,  were 
operated  upon  at  places  distant  from  my  home  and  where  I 
should  have  to  leave  the  patient  under  the  care  of  a  family 
physician.  All  of  these  sources  of  fear  have  now  been  dis- 
posed of.  so  far  as  1  am  concerned,  and  in  regard  to  the  third 
one,  particularly,  I  should  say  that,  these  are  just  the  cases 
in  which  I  am  now  most  stimulated  to  try  for  primary  union 
and  I  would  rather  close  my  wound  and  instruct  the  at- 
tending physician  to  keep  hands  off,  than  to  leave  the  case 
to  him  for  after  dressings. 

To  show  that  this  degree  of  success  was  not  due  entirely 
to  operating  amid  favorable  surroundings  and  with  the  aid 
of  well  trained  assistants,  although  I  am  so  fortunate  as  to 
have  those  adjuncts  as  a  rule,  I  may  say  that  the  operations 
were  performed  under  varying  circumstances,  in  the  John 
Hopkins  Hospital,  the  Baltimore  Eye,  Ear  and  Throat 
Charity  Hospital,  the  Union  Protestant  Infirmary,  the  Cam- 
bridge-Maryland Hospital,  the  Peninsular  General  Hospital 
(Salisbury,  Md.),  and  in  private  homes  that  differed  as 
widely  in  character  as  day  from  night.  The  next  to  the 
last  case  treated  was  operated  upon  in  a  tenement  house 
room  10x12  feet,  in  which  the  patient  and  her  little  sister 
were  quarantined  with  Scarlet  Fever,  and  yet  a  good  result 
was  obtained. 

A  number  of  my  cases  have  been  exhibited  before  the 
local  otological  society  at  home  and  some  of  the  operations 
and  their  results  have  been  witnessed  by  members  of  this 
society   who   live   there;   being   present,   they   may  tell 
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you  whether  or  not  my  report  is  true.  At  our 
last  meeting,  in  Boston,  Drs.  Harlan  and  Wood 
spoke  in  favor  of  the  method  and  of  their  personal 
experiences  with  it.  Dr.  Friedenwald,  whom  you  have 
just  elected  to  membership,  is  a  surgeon  in  the  same 
hospital  where  most  of  my  work  is  done  and,  I  shall  take 
pleasure  in  reading  you  a  letter  just  received  from  him. 
He  had  hoped  to  be  present  but  finding  that  impossible 
sends  me  a  testimonial  to  the  method.  I  value  his  opinion 
in  this  matter  especially  highly  because  3  years  ago  he  was 
a  pronounced  sceptic  and  looked  upon  me,  1  believe,  as  a 
reckless  individual.  Today  he  is  enthusiastic  over  his  suc- 
cesses with  the  method. 

"Baltimore,  June  26,  1906. 

Dear  Doctor  Reik  : — I  am  very  glad  that  you  are  going  to 
urge  the  blood-clot  treatment  of  the  mastoid  wound,  before 
the  Otological  Society  and  hope  you  will  win  over  some  who 
are  too  skeptical  to  try  it. 

My  own  experience  is  thoroughly  satisfactory  although  I 
have  not  had  the  courage  to  use  it  when  the  dura  was  ex- 
posed and  covered  with  granulations. 

I  have  sometimes  been  surprised  to  find  that  the  most 
unfavorable  cases,  apparently,  did  well.  Thus  I  operated 
upon  a  patient  who  had  just  recovered  from  facial  ery- 
sipelas involving  the  scalp  and  mastoid  region, — and 
obtained  healing  by  first  intention. 

I  have  had  a  number  of  cases  in  which  there  was  a  little 
superficial  breaking  down  with  pus  formation.  Most  of 
these  have  not  gone  on  to  breaking  down  of  the  great  mass 
of  the  clot  but  on  getting  rid  of  the  pus  have  rapidly  healed. 
The  cases  which  have  broken  down  entirely  have  been 
treated  as  we  ordinarily  do  when  not  using  the  blood-clot 
method. 

I  may  mention  that  I  do  not  always  use  silver  wire ;  I 
have  obtained  equally  good  results  with  silk  sutures. — 
though  I,  of  course,  prefer  the  silver. 

I  can  bear  testimony  to  the  fact  that  so  far  as  my  ex- 
perience goes  there  is  no  danger  or  disadvantage  in  the 
blood-clot  method,  but  that  the  advantages  are  incalulable. 
I  have  never  had  cause  to  regret  having  tried  the  method, — 
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but  I  have  regretted  exceedingly  that  I  did  aol  make  the 
endeavor  in  a  cumber  of  cases.  I  hope  that  its  use  in 
Mastoid  work  will  become  more  widespread. 

Truly  yours, 
HARRY  FRIEDENWALD." 

The  intimate  anatomical  relationship  between  the  tym- 
panum and  the  antrum  must  accounl  for  some  failures  with 
the  blood-clot  when  the  work  in  the  mastoid  proper  has 
been  perfect,  but  Senn  was  nor  far  astray  in  his  self 
criticism,  quoted  above,  and  when  a  blood-clot  masto- 
idectomy breaks  down  I  feel  that  I  must  have  fallen  short 
(if  good  technique  at  some  point  during  the  operation.  The 
ideal  is  not  always  attainable  but  should  always  lie  striven 
for.  The  blood-clot  mastoidectomy  may  not  be  the  ideal 
operation  for  mastoiditis  but  I  am  firmly  of  the  opinion  that 
it  is  becoming  the  standard  operation,  at  least. 


Discussion. 


Dr.  Edward  B.  Dench : — I  think  that  these  papers  are 
among  the  most  valuable  contributions  this  society  has 
ever  had.  At  the  last  two  meetings  of  the  Otological  and  at 
the  meetings  of  various  other  societies  I  have  tried  to  get 
a  definite  expression  of  opinion,  definite  results  of  operations 
of  this  character  and  I  think  perhaps  I  may  take  upon  myself 
no  small  amount  of  credit  for  having  these  papers  brought 
out.  The  material  is  most  valuable  and  the  results  are 
certainly  beyond  criticism.  I  can  simply  say  from  my  own 
experience  that  I  have  had  nothing  but  failure  from  this 
method.  According1  to  my  promise  of  last  year  1  did.  not 
ten,  but  seven,  operations  by  the  blood-clot  method  during 
the  past  winter.  Out  of  forty-two  cases  of  mastoiditis  these 
seven  were  selected,  with  one  exception,  and  I  tried  the 
method  of  complete  closure  and  tilling  the  cavity  with 
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blood.  In  every  instance  the  clot  became  infected  and  it 
was  necessary  to  reopen  the  wound  and  resort  to  packing. 
During  that  time  I  suppose  I  did  about  the  same  number  of 
radical  operations  and  in  only  two  or  three  per  cent,  failed 
to  get  primary  union.  I  mention  this  to  show  that  the 
technique  could  not  have  been  very  faulty.  I  have  followed 
out  carefully  the  instructions  given  by  Dr.  Reik  and  Dr. 
Sprague,  in  previous  communications  to  the  society,  except 
that  I  did  not  use  silver  wire  sutures.  In  every  other  detail 
I  have  carried  out  the  instructions  of  these  gentlemen  and 
as  I  say  have  met  with  absolutely  nothing  but  failure.  I 
suppose  from  what  Dr.  Reik  has  said  that  I  cannot  have 
done  a  complete  operation. 

I  should  like  to  ask  Dr.  Sprague  how  he  gets  healing  a  sinus 
thrombosis  case  in  ten  days?  If  he  opens  the  sinus  and 
cleans  out  the  clot  he  must  have  to  take  out  the  packing 
later  that  he  puts  in  to  stop  the  hemorrhage. 

Dr.  Reik  mentions  several  times  that  objection  has  been 
made  to  the  danger  of  the  clot.  I  do  not  wish  to  be  under- 
stood as  saying  that  the  clot  is  dangerous,  but  it  is  the 
closing  up  the  wound  tightly  that  is  dangerous.  Laboratory 
experiments  do  show  that  the  clot  is  bacteriacidal  to  a 
certain  extent,  but  what  I  have  been  afraid  of  is  to  sew  up 
the  wound  tightly. 

In  the  extracts  Dr.  Reik  read  from  text-books  on  surgery, 
in  a  great  many  instances,  the  surgeons  emphasize  the 
importance  of  having  a  cavity  not  communicating  with  the 
external  air.  Now  the  mastoid  wound  does,  of  course  com- 
municate with  the  external  air  and  if  we  do  get  the  mastoid 
wound  surgically  clean,  I  do  not  see  how  any  man  can  get 
the  tympanic  cavity  surgically  clean  and  from  that,  infection 
occurs. 

Dr.  C.  J.  Kipp: — The  poinl  that  Dr.  Dench  has  just  made  is 
true — you  can  not  possibly  have  an  aseptic  ear.  After  you 
have  cleansed  as  far  as  you  can  you  still  have  the  Eustachian 
tube  communicating  with  the  mouth.    It  has  seemed  to  me 
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ludicrous  to  see  otologists,  when  operating  for  suppuration 
in  the  temporal  hone,  put  on  white  gowns  and  caps  and 
hang  veils  over  their  noses  and  mouths  and  tear  up  the 
carpets  and  disturb  the  whole  household,  when  operating  in 
a  private  house,  and  then  on  the  first  incision  have  pus 
spurt  all  over  everything.  And  in  cases  without  pus  outside 
of  the  bone  we  find  it  inside  and  cannot  see  to  remove  it. 
You  cannot  possibly  have  an  aseptic  operation  on  the  car. 

I  have  tried  the  method  repeatedly  and  sec  no  reason  for 
not  doing  it  if  you  can  get  the  wound  tolerably  clean.  In 
cases  where  the  cortex  was  reasonably  healthy  I  have  suc- 
ceeded in  some  cases.  1  do  not  see  that  there  is  any  danger 
in  it.  If  you  find  the  clot  infected  all  you  have  to  do  is  to 
remove  it. 

Dr.  W.  Sohier  Bryant: — Dr.  Sprague  says  he  has  not 
been  successful  with  the  radical  operation  in  cases  where 
there  was  sclerosed  bone.  I  have  not  noticed  any  difference 
in  these  cases  compared  with  others.  An  important  point 
is  the  watching  of  the  wound  and  not  letting  it  go  more 
than  twenty-four  hours  without  looking  at  it.  I  have  had 
very  good  results  with  the  blood-clot  method  and  have  also 
used  a  tiny  cigarette  drain.  I  think  that  lately  I  have  used 
the  drain  in  all  cases  because  I  have  found  it  no  hindrance 
and  sometimes  a  benefit.  The  drain  is  removed  after 
twenty-four  hours.  When  I  first  went  to  the  Eye  and  Ear 
Infirmary  in  Boston,  in  1887,  it  was  customary  to  do  what 
I  am  doing  now,  with  slight  variation.  The  wound  was 
cleaned  out  and  closed  over  a  drain.  The  same  method  is 
used  now  in  Boston  by  Dr.  H.  L.  Morse  and  gets  primary 
union  in  a  great  number  of  cases. 

In  reference  to  the  repair  of  wounds  treated  by  the  blood- 
clot  dressing,  I  have  examined  the  wounds  some  days  after 
the  operation  in  two  cases.  In  both,  the  wound  was  found 
in  perfect  condition  and  was  healed  by  first  intention.  The 
wound  cavities  were  almost  wholly  obliterated  by  solid 
tissue.  The  remaining  space  was  filled  with  bands  of  new 
formed  blood  vessels  and  connective  tissue,  with  a  few 
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drops  of  thick  blood.  In  the  case  with  the  longer  interval 
since  operation,  this  semi-fluid  potion  had  disappeared  except 
for  a  faint  trace.  Both  cases  were  radical  operations  in 
which  the  wound  was  closed  externally,  a  light  gauze  drain 
placed  in  the  canal,  and  a  small  cigarette  drain  inserted  in 
the  angle  of  the  wound.  The  first  case  was  examined  on 
the  seventh  day  and  the  second  case  on  the  third  day  after 
the  operation. 

Dr.  Eniil  Gruening: — Dr.  Spragne's  paper  reminds  me 
very  much  of  the  rules  given  for  determining  the  gender 
of  latin  words — those  ending  in  s  are  masculin,  and  so  forth, 
and  then  there  are  a  hundred  and  fifty  exceptions.  Then 
there  is  an  absolute  condemnation  of  the  method  by  Dr. 
Jack  and  the  enthusiasm  based  on  philosophical  and 
physiological  reasons  of  Dr.  Reik. 

I  went  to  Boston  and  studied  this  matter.  I  saw  Dr.  Blake 
operate  and  I  tried  it  in  a  number  of  cases  in  my  private 
practice  and  also  in  the  hospitals  with  which  I  am  connected, 
but  I  was  not  favorably  impressed.  The  method  is  certainly 
unsurgical.  There  is  no  small  cavity;  it  is  a  cavity  com- 
municating with  the  open  world  and  a  cavity  that  is  always 
infected.  In  otitis  media  you  can  not  clean  out  the  ear 
without  removing  the  ossicles.  If,  as  Dr.  Sprague  suggests, 
you  go  in  with  a  probe  through  the  additus  you  dislocate 
the  incus.  How  you  can  be  absolutely  clean  in  a  case  of 
mastoiditis  without  cleaning  out  the  middle  ear  I  do  not 
understand.  You  can  remove  every  particle  of  diseased 
bone  in  the  mastoid,  but  unless  you  do  a  radical  operation 
you  cannot  have  absolute  asepsis  as  spoken  of  by  Dr.  Reik. 

Dr.  Philip  Hammnd : — In  the  years  that  the  blood-clot 
dressing  in  the  treatment  of  the  operated  mastoid  has  been 
before  the  profession,  it  has  been  noticeable  that  but  little 
lias  been  said,  either  for  or  against  this  procedure  by  the 
majority  of  Boston  men.  Whatever  the  cause  of  this 
reticence,  silence  on  our  part  has  led  to  the  belief  that  it 
was  the  commonly  adopted  method  in  our  vicinity. 
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Before  passing  to  ;i  consideration  of  the  statistics 
presented  by  Dr.  Jack  I  want  to  state  thai  it  is  with  extreme 
reluctance  that  these  recorded  eases  have  been  produced. 
It  is  never  an  unmixed  pleasure  to  drag  ones  failures  to  the 
light  of  publicity,  but  it  is  sometimes  necessary  in  the 
interesl  of  science.  It  may  be  well  also  to  state  that  1  have 
never  been  looked  noon  as  an  ardent  advocate  of  the  blood- 
clot  method.  I  have,  however,  treated  cases  in  this  way, 
but  not  with  the  success  that  Dr.  Reik  and  Dr.  Sprague  have 
achieved. 

We  cannot  pass  over  the  whole  question  of  the  sewing  up 
of  the  primary  wound  with  the  sweeping  assertion  that  it 
is  unsurgical.  That  may  merely  represent  a  personal  opinion 
and  certainly  carries  no  more  weight;  but  when  you  produce 
absolute  proof,  as  in  the  list  of  statistics  presented  here 
today,  there  is  no  controverting  the  evidence. 

It  is  asserted  by  the  advocates  of  the  blood-clot  dressing 
that  an  extremely  thorough  operation  is  necessary  to  insure 
success.  Taking  the  long  bones  as  an  illustration  they  say 
that  the  cancellated  structure  must  be  removed  in  its 
entirety,  leaving  only  the  epiphyses.  We  must  remember 
that  suppurative  disease  in  the  long  bones  is  not  at  all 
analagous  to  the  conditions  in  mastoid  disease.  In  the  latter 
we  have  to  consider  the  infected  tympanic  mucosa,  with  its 
many  reduplications,  rendering  its  complete  sterilization  an 
impossibility.  Then,  too.  in  many  cases  there  are  cells 
extending  into  the  most  remote  parts  of  the  bone,  even  into 
the  deepest  parts  of  the  petrous  portion,  and  it  is  quite 
apparent  that  these  cannot  be  removed.  Even  should  the 
operator  secure  an  organization  of  the  mastoid  clot  he  has 
defeated  one  of  the  primary  requisites  of  good  surgery, 
namely,  thorough  drainage. 

A  careful  examination  of  this  list  shows  that  there  has 
been  a  prolonged  discharge  from  the  middle  ear,  lasting  in 
some  cases  for  months.  This  result  is  certainly  not  what  we 
wish  to  achieve. 

I  think  we  all  have  a  way  of  attributing  our  unfortunate 
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results  to  the  faults  of  our  house  officers.  In  these  cases 
there  is  no  such  opportunity,  as  in  the  successful  eases  no 
dressing  except  that  applied  by  the  surgeon  is  required.  The 
statement  has  been  made  that  failure  to  secure  good  results 
is  not  a  reflection  on  the  method,  but  is  due  rather  to  faulty 
technique.  If  there  lie  any  virtue  in  technique  or  skill,  one 
would  expect  that  after  ten  years  of  experience  one  would 
produce  his  best  results.  Here  are  the  records  of  60  cases, 
one-half  of  which  were  operated  upon  by  the  foremost 
exponent  of  this  method,  an  o iterator  of  unquesl  toned  ability, 
and  we  must  confess  thai  (he  results  are  disappointing,  to 
say  the  least.  Attention  has  been  called  to  the  number 
(60)  on  which  this  form  of  dressing  has  been  tried  during 
four  years  at  the  Eye  and  Bar  Infirmary.  When  we 
consider  that  during  this  time  over  1.000  mastoid  operations 
were  performed  at  that  hospital  we  realize  that  the  blood- 
clot  is  not  used  there  to  the  exclusion  of  other  methods  of 
treatment,  and  to  this  may  be  added  the  significant  fact 
that  of  the  aural  staff  at  the  Infirmary,  as  at  present  con- 
stituted, not  one  member  employs  the  blood-clot  dressing. 

Dr.  E.  deW.  Wales : — I  have  assisted  at  14  cases  and  of 
these,  13  broke  down  and  one  died  of  purulent  meningitis. 

The  mastoid  cavity  fills  with  blood  and  the  cavity  was 
sewed  up  tight.  In  a  test  tube  the  solid  (dements  settle  to 
the  bottom  and  the  serum  comes  to  the  top.  I  should  like 
to  ask  I)]'.  Reik  if  this  clot  which  settles  to  the  dependent  part 
of  the  mastoid  cavity  causes  irritation  and  by  irritation  a 
rapid  growth  of  granulomata,  in  the  same  manner  gauze 
dressing  causes  irritation,  or  did  he  consider  the  whole 
cavity  filled  solidly  with  blood  which  rapidly  organized? 

Dr.  (J.  A.  Leland: — I  would  like  to  add  my  testimony  in 
regard  to  this  operation  which  I  have  been  trying  for  about 
three  years  in  selected  cases.     I  have  elsewhere*  reported 

*Series  No.  15,  Medical  and  Surgical  Reports  of  t lie  Boston  City 
Hospital,  1905.  Also  "Annals  of  Otology,  Khinology,  and  Laryn- 
gology", December,  1905. 


DISCUSSION. 


ten  eases  done  between  October,  190:5,  and  May,  1904.  Of 
these  ten,  five  were  successful  and  have  not  broken  down  yet 
so  Par  as  heard  from;  and  one  of  the  others  broke  down 
after  about  thirty  days.  In  one  case  of  measles  the  clot 
broke  down  very  quickly.  In  cases  of  the  infections 
examthemata,  i1  seems  to  me  unwise  to  employ  this  dressing. 
From  November,  1904,  to  April,  1905,  I  did  four.  Having 
started  upon  another  method,  upon  which  I  am  experiment- 
ing, I  did  not  use  it  so  many  times  during  this  period  ;  but  of 
these  one  was  successful  and  three  broke  down. 
One  of  them  broke  down  in  the  ordinary  way, 
and  one  developed  erysipelas  and  died;  but  I  do 
not  consider  that  the  onset  of  this  disease  had 
anything  to  do  with  the  blood  (dot,  because  in  general 
hospitals  we  occasionally  have  erysipelas  in  mastoid  patients, 
as  in  other  surgical  cases.  One  broke  down  within  a  few 
days  aixl  the  center  of  the  clot  had  to  be  evacuated,  and 
one  developed  a  marked  infective  cellulitis  around  the 
wound  with  high  temperature,  etc.,  but  recovered  after 
active  antiseptic  treatment  of  the  re-opened  wound.  During 
the  last  winter  I  have  only  done  four ;  one  of  these  was 
successful,  one  partially  broke  down  and  the  two  others 
broke  down  in  the  ordinary  way.  Therefore,  of  eighteen 
cases  in  three  years,  ten  have  broken  down. 

There  is  one  point  that  I  have  not  heard  especially 
mentioned  today,  but  which  Dr.  Blake  lays  some  stress  upon; 
and  that  is.  that  even  if  the  clot  does  break  down  it  has 
served  a  purpose  in  furnishing  nutriment  to  the  new  granu- 
lations and  osteoblasts,  and  that  we  get  a  quicker  healing 
if  we  allow  the  cavity  to  fill  with  blood  than  we  do  if  we 
simply  pack  the  cavity,  i.  e.,  it  encourages  nature's  process 
of  repair,  while  tight  packing  surely  retards  it.  So  in 
properly  selected  cases,  where  the  cavity  can  be  cleaned 
out  thoroughly,  and  the  operation  done  under  strict  asepsis, 
I  shall  still  be  in  favor  of  using  this  method.  I  think  it  is 
a  valuable  procedure,  not  only  when  the  wounds  heal  by 
primary  union,  but  even  when  the  clot  breaks  down,  because 
it  makes  healing  more  rapid. 
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Dr.  B.  A.  Randall : — I  am  sorry  to  acknowledge  my  short- 
coming's both  in  the  successful  use  of  the  method  and  also 
in  failure  to  employ  it  with  greater  frequency;  but  I  have 
not  had  the  enthusiasm  with  regard  to  it  which  would  have 
led  me  to  employ  it  more  generally.  Yet,  I  have  certainly 
had  some  very  nice  results.  I  have  a  certain  proportion  of 
successes  that  were  extremely  gratifying  and  I  certainly 
expect,  as  a  result  of  the  discussion  we  have  heard  today,  to 
employ  it  much  more  frequently  in  the  future  than  I  have  in 
the  past. 

There  is  one  thing,  though  perhaps  not  altogether  apropos, 
that  might  be  said.  Years  ago  I  investigated  the  subject  of 
the  blood-clot  after  ligation  of  arteries  in  continuity.  That 
was  quite  different  from  this  of  course,  but  may  be  of  interest 
as  touching  upon  the  question  of  how  far  the  blood-clot 
itself  contributes  to  the  process.  I  was  well  aware  of  the 
diverse  views,  contradicting  each  other  completely,  held  in 
regard  to  this  matter  of  what  relation  the  blood-clot  bore 
to  the  healing  process.  I  found  that  it  contributed 
unquestionably  a  frame-work  that  persisted,  that  did  not 
break  down,  that  was  organized.  Whether  this  was  done 
by  the  leucocytes  it  was  not  possible  to  determine.  Probably 
in  these  cases  the  cells  of  the  intima  of  the  vessels  took  the 
major  part,  as  in  the  mastoid  wound  it  is  probable  the 
osteoblasts.  It  does  have  something  to  do  with  the 
structural  result,  just  as  it  has  been  shown  to  have  a  retard- 
ing influence  upon  the  development  of  sepsis.  I  believe  this 
idea  is  borne  out  by  investigations,  and  I  shall  hope  for 
better  results  with  the  method  than  I  have  thus  far  obtained. 

Dr.  Herbert  Harlan : — My  own  personal  experience 
emphasizes  the  point  made  by  Dr.  Reik  and  Dr.  Sprague,  that 
is.  that  nobody,  so  far  as  I  have  been  able  to  learn,  has  had 
any  bad  effects  that  they  could  in  any  way  attribute  to  the 
method.  I  think  with  me  about  one  in  four,  or  perhaps  in 
five  has  held,  with  an  uncomplicated  primary  union.  But, 
if  only  one  in  one  hundred  held  in  that  way,  and  not  one 
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particle  of  harm  is  done,  I  would  feel  justified  in  following 
the  method  of  treating  the  wound  in  a  great  many  cases. 
Take  this  case  Dr.  Bryant  has  exhibited  here  today  and 
compare  it  with  the  usual  mastoid  wound.  If  we  only  get 
such  a  result  in  l'.v  and  no  harm  is  done  we  are  certainly 
just  died  in  performing  the  operation  with  that  hone. 

1  am  very  much  pleased  with  the  progress  my  friend  here 
has  made.  He  promised  me  last  year  to  do  some  of  these 
operations  and  he  has.  hut  he  lias  not  said  whether  he 
believed  the  breaking  down  of  the  clot  in  the  seven  cases  had 
retarded  the  healing  in  any  way.  I  think  he  would  find  that 
they  got  well  as  fast  and  perhaps  a  little  faster  than  if  he 
had  packed  them  with  the  open  method,  and,  I  believe  if  he 
will  do  seven  more  during  the  next  year  he  will  begin  to 
think  there  is  more  good  in  the  method  than  he  has  supposed. 

Now.  while  I  have  never  seen  one  case  in  which  I  regretted 
ha  villi;  done  the  operation  in  this  way  I  must  admit  that 
where  I  have  been  fearful  and  not  done  it  I  have  several 
times  been  glad  that  I  drained.  One  such  case  was  the  child 
of  a  specialist.  Dr.  Reik  had  operated  upon  another  child 
in  the  family  a  week  before,  packing  the  wound.  I  was 
anxious  to  sew  the  wound  up  but  the  father  was  afraid. 
That  child  developed  a  fever  on  the  second  day  and  was 
pretty  sick  and  we  took  out  the  packing.  Had  that  occurred 
subsequently  to  my  sewing  the  wound  up  I  would  have  been 
seriously  blamed.  Another  was  the  case  of  a  prominent 
physician,  where  I  packed  and  he  developed  serious  trouble 
after  four  or  five  days.  In  both  of  these  cases  if  I  had 
sewed  the  wound  up  I  would  have  thought  the  trouble  due  to 
the  method. 

Dr.  W.  K.  Rogers: — There  is  one  point  that  it  would 
seem  fair  to  make,  for  a  little  further  information  in  regard 
to  this  interesting  procedure,  and  that  is  the  question  of  the 
production  of  facial  paralysis  in  our  efforts  to  secure  perfect 
surgical  cleanliness.  The  curettment  is  apt  to  be  somewhat 
more  energetic  in  the  deeper  portions,  and  more  prolonged, 
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than  in  the  ordinary  operation  and  I  think  it  would  be 
gratifying  to  hear  from  the  men  who  are  doing  a  large  num- 
ber of  these  operations  as  to  this  possibility. 

Dr.  G.  L.  Richards: — The  method  most  useful  to  some  of 
us  will  be  perhaps  to  suture  the  upper  two-thirds  of  the 
wound,  what  Dr.  Bryant  calls  the  modified  blood-clot.  In 
that  way  I  think  we  get  an  advantage  that  is  not  found  in 
the  old  method.  If  two-thirds  of  the  wound  even  is  sewn  up 
and  the  proceedure  carefully  observed,  the  under  surface  of 
that  will  have  osteoblasts  and  granulations  that  aid  very 
much.  Then  if  you  put  in  a  cigarette  drain  for  a  short  time 
you  have  started  the  upper  end  of  the  wound  at  least  towards 
healing.  I  have  had  some  experience  with  this  method  in 
which  the  actual  time  of  healing  was  about  one-half  the 
usual  period.  The  wounds  heal.  too.  without  any  perceptible 
scar.  To  those  of  us  who  do  a  relatively  small  number  of 
these  operations  this  may  be  the  more  practicable  method. 
Even  if  the  clot  has  to  break  down  you  can  just  take  a  pair 
of  scissors  and  enlarge  the  opening  and  the  patient  will 
not  know  it  is  being  done  because  there  is  no  sensitiveness. 

Dr.  F.  B.  Sprague  (closing  discussion)  : — I  have  been  much 
pleased  with  the  presentation  of  both  the  pessimistic  side 
and  the  enthusiastic  side,  as  it  has  been  called,  because  I 
think  every  surgical  proceedure  should  be  studied  in  this 
way.  If  the  blood-clot  in  the  mastoid  has  any  value  we  want 
to  know  it  and  if  not  we  want  to  know  that.  I  think,  how- 
ever, that  many  have  expected  too  much  from  the  blood-clot 
method'.  They  have  used  it  indiscriminately  and  met  with 
failures,  whereas  it  should  only  be  employed  in  selected 
cases. 

Dr.  Jack  referred  to  the  wick  being  placed  in  the  antrum: 
I  have  done  that  in  some  cases,  but  do  not  do  so  now.  I  put 
it  just  inside  the  skin  opening. 

Then  leaving  the  work  to  the  internes  often  brings  dis- 
astrous results  upon  the  method.    Another  thing,  too,  is 
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the  atmosphere  of  the  hospitals;  a  place  where  there  is  lots 
of  pus  is  not  conducive  to  the  securing'  of  primary  union  of 
any  wound. 

Dr.  Reik's  paper  has  certainly  placed  the  optimistic  view 
to  the  fore,  but  I  think  we  should  be  careful  about  discharg- 
ing a  case  of  acute  mastoiditis  within  one  week  after 
operation.  It  is  unsafe  because  there  is  nothing  more  sensi- 
tive than  a  convalescing  middle  ear.  Then  as  to  the 
collodion  dressing  that  may  be  well,  but  I  feel  safer  with 
a  Light  dressing  with  bandage  kept  on  for  two  weeks  at 
least.  I  have  had  the  cicatrix  stretch,  causing  a  large  scar, 
by  leaving  off  the  bandage  too  soon. 

As  to  the  argument  brought  by  Dr.  Reik  as  to  the  opinions 
of  general  surgeons,  we  must  take  that  with  moderation, 
because  I  have  not  found  many  general  surgeons  who  know 
much  about  the  operation  on  the  mastoid. 

Dr.  Dench  has  asked  how  we  did  it  in  the  cases  of  sinus 
thrombosis  (drawing  on  the  board).  The  sinus  is  split  and 
the  clot  removed,  the  walls  collapse  and  are  pressed  together 
by  gauze.  Then  a  large  wick  of  iodoform  gauze  is  placed 
directly  up  against  this  and  the  space  back  and  front  of  the 
wick  is  allowed  to  fill  in  with  blood-clot.  When  the  wick 
is  removed  you  have  a  blood-clot  wall  on  both  sides. 

Dr.  Gruening  spoke  of  the  danger  of  dislocating  the  incus 
with  the  probe.  I  do  not  use  a  probe,  but  a  very  small 
curette  and  the  incus  is  not  touched  at  all. 

Dr.  Wales  spoke  of  the  formation  of  granulations ;  that  is 
just  the  thing  we  avoid  by  this  method. 

As  to  Dr.  Rogers'  question  as  to  facial  paralysis,  I  have 
not  had  a  single  case. 

Dr.  F.  L.  Jack  (closing  discission)  : — Dr.  Sprague  speaks 
of  packing  the  mastoid  wound.  The  present  method,  in 
general  use,  is  not  what  it  was  in  the  past.  We  no  longer 
pack  a  wound  tightly  but  use  in  its  place  a  very  light  strip 
of  gauze.  The  advocates  of  the  blood-clot  seem  to  think 
that  the  older  methods  are  still  in  general  use,  thereby 
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causing  pain  to  the  patient  ;it  the  dressings  and  prolonging 
the  time  of  healing.    This  is  not  true. 

The  advocates  of  the  blood-clot  vary  among  themselves 
as  to  the  final  manner  of  leaving  the  wound.  Some  stitch 
it  up  entirely,  which  to  my  mind  is  the  only  test  of  the  blood- 
clot  method.  When  one  uses  a  strip  of  gauze  it  is  the  same 
as  draining  off  the  clot  and  practically  employing  Light 
packing.  The  clot  disintegrates  and  the  wound  is  healing 
by  granulation.  They  differ,  too,  as  to  the  use  of  antiseptics, 
some  condemning  the  use  of  any  thud  in  the  wound  and 
others  advocating  cleaning  it  out  with  carbolic  acid  and 
alcohol  or  other  agents.  Many  of  us  at  the  present  time  use 
no  douching  whatever. 

Dr.  Sprague  spoke  about  employing  the  blood-clot  method 
on  a  case  of  fibroma  of  the  lobe  of  the  ear.  An  ideal  spot 
to  try  it  in  a  perfectly  aseptic  field. 

Dr.  Reik  referred  to  work  on  the  lone  bones.  In  a  recent 
talk  with  a  surgeon  who  has  had  a  wide  experience  in 
surgery  on  long  bones,  using  the  blood-clot,  he  expressed 
himself  as  most  discouraged  with  the  results.  He  said: 
"They  nearly  all  break  down!  perhaps  one  in  thirty  heals 
by  first  intention." 

Dr.  Reik  also  spoke  about  his  cases  leaving  the  hospital 
with  little  or  no  sear.  We  can  show  absolutely  the  same 
results  after  the  light  packing. 

We  take  exception  to  the  use  of  the  term  "blood-clot 
dressing"  unless  the  wound  is  entirely  closed  and  the  clot 
confined.  Light  packing  is  draining  and  healing  takes  place 
by  granulations. 

Dr.  Reik  also  referred  to  a  long  list  of  writers  of 
undoubted  high  authority •  and  reputation.  He  mentioned 
among  others  Dr.  Warren  as  touching  upon  the  blood-clot 
in  surgery.  I  know  that  Dr.  Warren  has  made  the  statement 
that  if  he  had  to  have  a  mastoid  operation  he  hoped  the 
operator  would  wait  until  the  cavity  had  covered  in  with 
gran  illations  before  allowing  it  to  fill  with  blood. 

We  think  perhaps  there  may  be  in  the  course  of  time 
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better  results  with  the  blood-clot  method,  but  it  will  prob- 
ably conic  through  the  discovery  of  some  antitoxin  that  we 
will  be  able  to  inject  into  the  body  to  destroy  the  bacteria. 

As  to  filling  small  wounds  and  not  large  ones  with  blood, 
who  can  discriminate  as  to  the  size  of  the  hole  we  shall  allow 
to  fill  in  this  manner  .' 

The  letters  which  Dr.  Reik  has  received  from  Dr.  Halsted 
and  Dr.  Finney  seem  to  me  very  hopeful  but  make  no  definite 
statement.  They  say  they  do  not  see  why  it  is  not  practical 
in  the  mastoid  provided  the  held  is  aseptic.  The  point  is  it 
never  is. 

Dr.  Sprague  criticised  the  statistics.  They  are  taken  from 
the  house  officer's  records  at  the  Infirmary  and  can  lie 
verified  by  any  one.  Healing  in  anything  over  four  or  five 
days  is  not  usually  considered  as  primary.  Our  statistics  do 
not  show  one  case  of  primary  healing. 

1  have  said  very  little  about  my  cases.  They  were  most 
carefully  operated  upon.  There  was  only  one  that  remained 
in  any  way  quiet.  All  the  others  broke  down.  In  one  I 
bad  to  open  the  neck  and  drain.  And  these  were  selected 
from  eighty  cases  as  being  adapted  to  this  experiment. 

I  think  Dr.  Sprague  jocose  in  his  remark  about  the  lack 
of  training  of  our  internes.  Certainly  many  of  them  have 
had  general  surgical  hospital  training  before  they  come  to 
us. 

Dr.  H.  0.  Reik  (dosing  discussion)  : — In  answer  to  Dr. 
Rogers'  question,  as  to  the  occurrence  of  facial  paralysis  in 
these  cases  from  attempts  to  secure  complete  surgical 
cleanliness.  I  have  not  seen  such  an  occurrence. 

As  to  Dr.  Wales'  question,  whether  the  healing  is  by 
granulation  or  whether  there  is  a  true  organization  of  the 
clot.  I  would  say  that  I  believe  it  to  be  a  real  organization 
of  the  clot. 

As  to  discharging  a  patient  at  the  end  of  a  week,  which 
Dr.  Sprague  takes  exception  to,  I  did  not  mean,  of  course, 
that  I  allowed  the  case  to  pass  from  my  observation,  but 
simply  that  the  patient  was  allowed  to  leave  the  hospital, 
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while  I  still  look  after  him  at  his  home,  or  have  him  return 
to  the  hospital  daily,  or  every  other  day,  for  observation. 

I  am  quite  willing'  to  accept  the  challenge  Dr.  Jack  offers 
as  to  what  constitutes  the  blood-clot  operation.  I  have 
employed  the  method  of  suturing  the  wound  with  subcu- 
taneous silver  wire  sutures  and  have  NOT  used  packing 
or  drain  of  any  kind,  and  yet  my  statistics  arc  almost 
exactly  the  same  as  those  of  Dr.  Sprague,  something  between 
60  and  70  per  cent,  of  successes  in  unselected  cases. 

Now  it  has  been  said  that  it  is  not  fair  to  compare  this 
work  with  surgery  upon  the  long  bones,  or  to  quote  the 
opinions  of  general  surgeons,  on  the  matter.  I  would  remind 
you  that  that  was  not  brought  into  the  discussion  by  the 
advocates  of  the  blood-clot  method,  but  as  an  answer  to  the 
statement  made  by  Dr.  Dench  that  the  operation  had  fallen 
into  disrepute  with  the  general  surgeons;  which  I  have  tried 
to  show  is  not  the  case. 

As  to  those  statistics  submitted  by  Dr.  Jack,  to  my  mind 
they  mean  absolutely  nothing  in  the  way  of  condemnation  of 
this  operation.  Prom  his  presentation  of  them,  and  from 
Dr.  Hammond's  discussion,  one  thing  stood  out  clear,  and 
that  was,  the  apparent  placing  of  I)r.  Blake  in  the  position 
of  having  100%  of  failures.  It  was  said  that  thirty  of 
these  sixty  cases  were  operated  upon  by  him.  Now  we  all 
know  that  Dr.  Blake  has  not  had  such  a  percentage  of 
failures.  I  do  not  question  that  he  has  had  thirty  failures. 
Had  any  one  gone  over  a  certain  number  of  cases  at  one  of 
my  hospitals  he  might  have  found  my  twelve  failures  and 
called  it  100%  of  failures.  As  to  the  other  thirty  cases  they 
were  operated  upon  by  various  operators  and  cared  for  by 
various  internes.  Such  statistics  are  hardly  to  be  compared 
to  those  of  cases  operated  upon  by  one  man. 

I  think  it  is  hardly  fair  to  even  consider  such  an  unjust 
criticism  of  the  man  who  has  so  long  advocated  this  method 
and  who  we  all  know  has  not  had  100%  of  failures  with  it. 


THE  REMOVAL  OF  THE  FAUCIAL  TONSILS  AS  A 
MEANS  OF  RELIEVING  CATARRHAL  DEAFNESS. 


By  UOBEIiT  CUNNINGHAM  MYLEK,  M.  D.,   New  York. 

The  treatment  of  catarrhal  deafness  has  long  exercised 
the  ingenuity  of  otologists,  and  in  the  course  of  years  every 
imaginable  remedy  has  been  tried,  found  its  advocates  and 
its  opponents.  The  injection  of  air,  vapors,  sprays  and 
free  fluids  into  the  middle  ear  by  way  of  the  Eustachian 
tube — the  drum  membrane  being  intact — has  been  found 
beneficial  by  some,  and  positively  harmful  by  others.  The 
application  of  silver  nitrate  to  the  orificial  region  of  the 
tubes,  while  regarded  by  some  as  a  remedy  of  the  first  mag- 
nitude, is  unhesitatingly  condemned  by  others,  possibly  on 
account  of  the  difficult  technique  in  the  hands  of  the  general 
practitioner.  The  difficulty  is  not  only  that  so  many  in- 
dividual conditions  and  personal  idiosyncrasies  have  to  be 
observed  and  taken  into  consideration,  which  may  make 
any  one  method  successful  in  one  case  and  non  effective 
or  even  harmful  in  another,  but  also  that  there  are — even 
under  our  present  advanced  knowledge — cases  which  resist 
treatment  by  all  methods  taken  together. 

In  a  similar  state  of  experimentation  we  have  been  for 
the  past  fifteen  years  in  regard  to  the  removal  of  a  cer- 
tain class  of  faucial  tonsils.  During  that  period,  up  to 
the  present  day,  we  have  been  endeavoring  to  evolve  an 
improved  method  of  removing  that  class  of  faucial  tonsils 
which  develops,  or  becomes  diseased,  within  the  walls  of 
the  mouth  and  pharynx.  In  the  course  of  my  practice  I 
have  striven  to  add  my  mite  toward  the  solution  of  the 
problem,  and  one  of  the  results  I  have  attained  in  this 
direction  will  be  described  later  on  in  this  paper. 

The  immediate  point  of  interest,  however,  is  that  many  of 
the  patients  who  underwent  this  operation  for  the  removal 
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of  the  faucial  tonsils  and  who  at  the  same  time  suffered 
from  catarrhal  deafness,  volunteered  the  statement  that  a 
decided  improvement  had  taken  place  in  regard  to  their 
aural  efficiency,  both  in  regard  to  hearing  and  unpleasant 
sensations.  It  really  did  not  require  much  reflexion  to 
bring  the  two  complaints  into  relation  to  each  other,  but, 
whatever  reflexion  there  was,  it  prompted  me  in  a  series 
of  cases  to  remove  these  hidden  and  so-called  submerged 
masses  with  the  additional  view  of  relieving  the  symptoms 
of  progressive  catarrhal  deafness  or  impairment  of  the  hear- 
ing. Indeed,  theoretically,  we  should  expect  decided  relief 
from  the  operation  in  the  region  of  the  isthmus  tubae,  as 
nearly  all  chronic  congestion  and  inflammation  in  this  region 
is  associated  with  some  interference  primarily  with  the 
venous  circulation  and  secondarily  with  the  arterial  circula- 
tion. Similarly,  it  has  been  observed,  that  the  cervical 
lymphatics  are,  as  a  rule,  also  enlarged  in  these  cases. 

Now,  it  is  evident  that  these  tonsillar  and  cervical  hyper- 
throphied  lymphatics  act  injuriously  by  exercising  pressure 
upon  the  cervical  sympathetic  nerves  as  well  as  upon  the 
large  and  small  veins  of  the  neck.  In  a  series  of  cases 
that  had  been  treated  by  the  usual  method  of  putting  the 
nose  and  rhino-pharynx  into  proper  condition  by  inflating 
the  eai's,  bougieying  the  tubes,  etc.,  with  elimination  of  the 
siderotic  and  ankylosed  class  which  Dr.  Roosa  has  cleverly 
set  aside  for  Gabriel's  horn,  the  difficulties  encountered  when 
attempts  were  made  at  removing  tonsils  of  the  class  referred 
to,  were  much  greater,  than  a  description  of  the  average 
cases  would  lead  one  to  expect,  and  they  must  be  experi- 
enced in  their  worst  form  to  be  appreciated.  For  it  should 
be  remembered  that  the  deeper  parts  of  the  diseased  masses 
are  frequently  situated  one-half  to  three-quarters  of  an  inch 
deep,  measuring  from  a  plane  that  crosses  the  phrayngeal 
margins  of  the  tonsillar  pillars. 

The  author,  in  recognizing  in  the  course  of  his  practice  the 
importance  of  the  operation  as  well  as  the  difficulties  en- 
countered by  the  surgeon  in  the  attempt  to  become  master 
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of  the  situation,  has  selected  a  set  of  instruments  which 
he  herewith  presents  as  being  the  best  he  lias  so  far  found 
for  the  removal  of  this  class  of  usually  neglected  tonsillar 
masses. 

The  relief  in  some  of  the  long-standing  cases  of  catarrhal 
deafness  has  been  so  marked  that  one  might  be  tempted 
to  attribute  the  effect  rather  to  hypnotic  suggestion  than 
to  scientific  achievement. 

I  have  not  kept  a  complete  record  of  cases,  benefited  or 
not,  because  they  were  not  operated  upon  for  the  immediate 
purpose  of  relieving  catarrhal  deafness,  but  rather — prim- 
arily or  secondarily — for  the  relief  of  diseased  conditions 
in  the  throat,  cases  which  always  injuriously  affect  the 
throat  or  cervical  glands,  irrespective  of  the  ear.  The  cases 
have  ranged  from  childhood  to  sixty  years  of  age. 

In  view  of  the  fact,  then,  that  we  are  still  confronted  with 
cases  of  catarrhal  deafness  in  which  all  the  available  methods 
fail  to  give  relief,  it  seems  but  proper  for  me  to  explain  the 
details  of  the  operation  referred  to,  as  practiced  by  me, 
in  the  hope  that  many  sufferers  whose  ailment  has  thus  far 
baffled  the  surgeon's  ken,  may  be  benefited  and  relieved. 

The  operation  is  commenced  by  thoroughly  cocanizing 
the  surface  and  crypts  of  the  tonsils  with  a  ten  per  cent, 
solution  on  a  cotton  swab  covered  with  crystals.  In  ten  to 
fifteen  minutes  this  is  followed  by  a  hyperdermic  injection 
of  a  one-eighth  of  one  per  cent.  sol.  cocaine  sterile  solution 
into  the  mucous  membrane  and  connective  tissue  around 
the  capsules  of  the  tonsils.  I  present  a  syringe  which  I 
have  found  especially  useful  for  this  procedure.  I  also 
present  a  set  of  improved  scissors  for  cutting  around  the 
tonsil,  designed  for  lifting  the  tonsils  more  readily  from 
their  bed. 

A  small  guillotine,  a  snare  and  forceps  are  used  for  com- 
pleting the  operation. 

In  certain  cases  the  offensive  mass  is  so  deeply  situated 
within  the  soft  palate  that  it  is  necessary  to  grasp  it  and  so 
to  speak  involute  the  tonsil  sheath.    The  masses  which  now 
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lie  on  the  base  of  the  tongue  in  an  involuted  state  are  held 
by  a  pair  of  dull  forceps  or  tenaculum,  and  while  the 
surgeon  with  one  hand  controls  this  instrument,  with  the 
other  he  removes  the  masses  piecemeal  by  means  of  an 
excisor  forceps. 

In  children  I  prefer  a  general  anesthetic,  as  this  enables 
the  surgeon  to  perform  the  operation  much  more  satisfac- 
torily. 

I  will  not  burden  you  with  the  detailed  histories  of  many 
cases,  but  would  urge  upon  you  to  try  the  method  I  have 
described  in  that  class  of  tubal  stenosis  and  progressive 
catarrhal  deafness  I  have  referred  to,  trusting  that  it  will 
give  relief  when  all  other  methods  have  failed. 


Discussion. 

Dr.  Frank  B.  Sprague : — I  think,  as  Dr.  Myles  has  said, 
that  the  most  important  part  of  the  tonsil  to  remove  is  this 
portion  in  the  supra-tonsillar  fossa.  The  deafness  in  child- 
hood and  in  adults  is  due  as  often  to  pressure  of  the  tonsil 
in  this  region  as  to  the  adenoid  condition  in  the  post-nasal 
fossa.  I  always  aim  at  cleaning  out  this  space  more 
thoroughly  than  any  other  part  of  the  tonsillar  region  and 
I  think  the  results  are  gratifying. 


TEMPORAL  NECROSIS  IX   EARLIEST  INFANCY. 


By  B.  ALEX.  RANDALL,  M.  A.,  M.  P.,  Philadelphia,  Pa. 

Medical  literature  (luring  the  past  decade  has  contained  so 
much  as  to  the  middle  ear  of  infants,  with  the  anatomical  and 
pathological  findings  from  large  series  of  autopsies,  that 
it  has  been  a  surprise  that  the  clinical  evidences  of  disease 
were  not  more  frequent:  Culture  experiments  as  made  in 
series  by  myself  and  others  have  shown  that  pathogenic 
organisms  were  frequently  present:  and  yet  the  occurrence 
of  serious  disease  is  by  no  means  so  frequent  as  might  be 
anticipated.  Still  more  is  this  the  case  as  to  deep  involve- 
ments of  the  temporal  bone,  of  which  few  have  been  recorded 
in  early  infancy;  and  it  has  seemed  worth  while  to  note  two 
recent  cases  as  examples  of  very  serious  involvement  and  to 
ash  if  others  have  seen  more  of  this  infection.  A  glance  over 
my  records  shows  a  number  of  mastoid  operations  in  infants 
of  one  year  and  under;  but  the  two  which  follow  are  the  most 
precocious  instances  which  I  have  met  and  I  think  have 
rarely  been  surpassed  in  promptness  of  disease  development. 

A  large,  well  developed  infant,  the  son  of  especially  robust 
and  healthy  parents,  presented  within  two  weeks  after  easy 
Labor  a  swelling  of  the  right  zygomatic  region  with  tempera- 
ture running  above  104.  The  increase  of  the  condition 
suggested  mumps,  which  was  prevalent  in  the  neighborhood; 
lint  the  swelling  remained  unilateral,  was  above  the  zygoma 
as  much  as  below  it  and  the  fever  was  of  rather  septic,  type. 
Incision  as  soon  as  fluctuation  was  detected  evacuated  a  few 
drops  of  pus  and  showed  a  bare  surface  on  the  zygoma. 
Healing  promptly  followed  with  remission  of  the  symptoms; 
but  by  the  sixth  day  the  swelling  had  recurred  and  a 
discharge  of  creamy  pus  was  (Bowing  from  the  auditory 
canal.  My  first  study  of  the  ear  on  April  3rd.  1906,  showed  a 
canal  filled  with  pus  coming  from  a  sinus  midway  in  its 
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anterior  wall  surrounded  by  polypoid  granulations.  The 
drumhead  was  macerated  but  intact.  A  probe  could  be 
carried  forward  some  15mm.  in  the  indurated,  boggy 
zygomatic  region,  but  touched  no  bare  bone.  The 
granulations  were  removed  and  cauterized,  a  bundle  of  silk- 
worm gut  inserted  as  a  drain  and  Thigenol  ointment  freely 
used.  There  was  at  this  time  little  fever,  the  baby  fed  well 
and  was  gaining  about  half  a  pound  a  week  regularly. 
After  three  weeks  without  local  gain,  I  was  again  called  and 
under  chloroform  operated  to  remove  the  carious  bone 
evidently  present.  The  usual  mastoid  post-auricular  incision 
was  made,  as  giving  safest  access  to  the  whole  field,  as  well 
as  to  the  tympanum,  should  the  findings  lead  back  to  it. 
The  zygoma  was  necrotic  from  its  root  to  the  malar  bone 
and  was  removed  in  three  black  pieces  and  there  was  slight 
baring  of  the  adjacent  squama.  The  entire  suppurating 
tract  was  curetted  and  packed  with  iodoform  gauze.  Good 
healing  followed,  no  injury  having  been  done  to  Temporal 
artery  or  Facial  nerve  and  the  scar  is  trivial.  1  have  seen 
few  of  these  zygomatic  cases  in  young  children  but  have 
heard  of  a  group  of  them  this  Spring  for  which  I  am  rather 
at  a  loss  to  account. 

A  white  infant,  born  at  term  three  weeks  before,  was 
admitted  to  the  Children's  Hospital  on  May  1st,  1906,  with 
creamy  purulent  discharge  from  both  ears,  more  marked 
on  the  right,  where  a  red,  fluctuating  swelling  of  the  mastoid 
pressed  the  auricle  forward.  There  was  history  of 
Leueorrhoea  in  the  mother;  the  cord  had  been  early  infected 
and  only  just  healed;  both  eyes  showed  suppurative  Conjunc- 
tivitis two  days  after  birth  but  were  nearly  well;  and  the 
ears  began  to  discharge  five  days  after  birth,  with  swelling 
of  the  right  mastoid  ten  days  later.  The  infant  was  fairly 
developed  and  nourished,  with  Resp.  28,  Pulse  136,  Temp. 
98.2°  on  admission.  The  blood-count  showed  4,630,000  red. 
13,769  white,  hemaglobin  53%.  Operation  evacuated  pus 
upon  the  mastoid.  The  cortex  was  carious  and  the  inner 
table  gone  over  the  sigmoid,  with  extra-dural  pus  and  slight 
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paehymeningitic  granulations,  as  surmised  on  account  of 
the  low  posterior  collection. 

The  progress  after  the  operation  \v;is  good,  with  little 
diarrhoeic  trouble  and  good  bottle-feeding  and  he  had  but 
one  flare  of  temperature.  The  wound  b;i<l  healed  and  the 
baby  was  to  have  gone  home;  but  bad  a  slight  enteric  attack 
and  suddenly  succumbed.  Autopsy  showed  some  pial  in- 
jection at  the  front  of  the  sphenoid  lobe  with  arachnoid 
dullness  over  the  tegmeu  tympani;  but  little  else  greatly 
amiss.  Smears  and  cultures  showed  mixed  infections, 
probably  contaminations  from  some  of  the  affected  regions. 
The  extra-dural  pus  evacuated  at  the  operation  showed 
principally  staphylococcus.  The  minuter  study  of  the 
temporal  bone  and  brain,  when  completed,  may  cast  further 
light  upon  the  case. 

Discussion. 

Dr.  W.  Sohier  Bryant: — Dr.  Randall  has  undoubtedly 
made  a  justifiable  classification  in  putting  osteitis  of  the 
Temporal  bone  of  infants  in  a  special  category,  for  there 
must  be  something  peculiar  in  the  etiology  of  these  cases. 
I  have  not  been  so  fortunate  as  to  see  a  case  in  so  young 
an  infant.  I  have  seen  one,  however,  of  four  months.  The 
etiology  seemed  to  me  to  be  due  to  faulty  care  of  the  meatus. 
It  is  hour-glass  shaped  and  the  material  found  in  it  at  birth 
should  have  exit.  If  this  is  pushed  back  by  careless 
cleansing  these  is  a  blocking  up  of  the  canal  and  pressure  on 
the  tympanic  membrane  which  I  think  was  the  cause,  at  least 
in  one  of  the  cases  I  saw. 

Dr.  Randall's  hint  in  regard  to  gonorrhoea  leads  me  to 
think  it  might  have  been  a  factor  in  some  of  my  other  cases. 
I  wish  I  had  had  the  wit  to  think  of  it.  It  is  possible  that 
some  of  the  cases  may  be  caused  by  improper  cleansing  of 
the  child's  mouth.  Some  nurses  think  the  child's  mouth 
must  be  scrubbed  out  and  it  is  quite  possible,  I  should  think, 
to  cause  infection  in  this  way  through  the  Eustachian  tubes. 
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Dr.  Samuel  Theobald: — In  regard  to  the  possibility  of 
such  an  infection  being  gonorrheal,  it  is  an  interesting  point 
thai  we  never  meet  with  gonorrehoea  of  the  Lachrymal  sac, 
nose  or  month  as  a  consequence  of  gonorrhoeal  ophthalmia. 
The  secretions  and,  of  course,  the  gonocoeci  arc  constantly 
passing  through  the  lachrymal  duct  to  the  nose,  and  yet  we 
do  not  get  infection  oi  the  casa!  mucous  membrane.  It 
would  seem  improbable  therefore,  in  the  first  place,  thai 
there  was  a  gonorrhoea  of  the  mouth;  and  in  the  cext  place, 
that  an  infection  of  the  ear  should  have  occurred  through  the 
Eustachian  tubes.  Was  there  any  traumatism  by  forceps  at 
the  birth  of  these  infants  ? 

Dr.  Koller: — I  should  like  to  ask  if  there  was  any  history 
of  influenza  in  the  family  in  which  these  cases  occurred?  I 
treated  a  number  of  eases  in  a  family,  where  the  youngest 
was  under  six  months,  in  which  one  of  the  distinctive 
factors  seemed  to  be  a  history  of  a  family  epidemic  of 
influenza,  followed  in  the  case  of  the  children  by  otitis  and 
mastoiditis. 

Dr.  P.  Whiting: — I  think  the  occurance  of  mastoiditis 
in  very  young  children  can  scarcely  be  so  remark- 
able a  phenomenon,  because  it  has  happened  in  my 
service  at  the  Xew  York  Eye  and  Ear  Infirmary  that  I  sec 
a  considerable  number  of  them.  I  recall  particularly  one 
where  the  child  was  ten  days  old  when  brought  to  the 
infirmary.  The  mother  was  forty-nine  and  had  never  had  a 
child  until  the  birth  of  this  one.  The  baby  presented  the 
appearance  characteristic  of  the  ordinary  subperiosteal 
accumulation  of  pus.  except  that  in  addition  to  the  tumefac- 
tion there  was  also  a  suppurating  point  on  the  face  at  the 
anterior  border  of  the  parotid  "land;  also  another  suppurat- 
ing point  almost  at  the  centre  of  the  back  of  the  neck,  and 
when  I  made  the  incision  to  open  the  abscess  cavity  pretty 
nearly  all  of  the  temporal  muscle  was  destroyed.  The  tem- 
poral fascia  over  the  muscle  was  still  present,  but  the  muscle 
itself  was  practically  disentegrated.    The  temporal  bone,  so 
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far  ;is  the  squamous  portion  was  concerned,  up  to  the  suture 
of  the  parietal,  the  outer  table,  was  destroyed.  All  of  the 
zygoma  was  destroyed  and  there  was  a  path  right  through 
the  suhstance  of  the  parotid  gland.  The  fistulous  path  also 
led  hack  to  the  center  of  the  occipital  region  behind,  at  the 
nape  of  the  neck,  so  that  I  was  obliged  to  make  very  exten- 
sive incisions.  The  destruction  of  the  outer  table  of  the 
temporal  bone  was  particularly  marked.  In  four  other  cases 
that  I  have  seen,  the  children  being  under  four  weeks,  was 
this  same  destruction  of  the  outer  table  of  the  skull  present. 
In  this  particular  case,  not  only  was  the  outer  table  destroyed, 
but  ;i  Large  pari  of  the  inner  table  as  well,  so  that  the 
cerebellum  and  the  sigmoid  sinus  were  exposed.  The  child 
was  very  thin  and  small  and  suggested  at  first  tuberculous 
disease.  The  mother  was  a  weazened,  shrunken-up  woman, 
and  just  what  influence  the  depleted  vitality  of  the  mother 
might  have  had  I.  of  course,  do  not  know.  The  fact  that 
tlie  infant  was  but  ten  days  old  when  brought  to  the  infirmary 
leads  me  to  suppose  that  the  infection  may  have  taken  place 
in  the  uterus  itself.  This  child  recovered  perfectly  and  the 
unit  licr  was  so  pleased  with  our  attentions  to  il  that  she  took 
the  trouble  one  year  later,  when  it  died  from  acute  pneu- 
monia, to  come  and  report  the  death  to  us. 

Dr.  G.  P.  Pond : — What  I  wish  to  say  has  not  much  bearing 
on  the  paper  presented  but  more  on  the  remarks  of  the 
gentleman  just  preceding  me.  It  is  a  mistake  to  think  that 
the  nose  and  mouth  may  not  be  the  seat  of  gonorrheal  in- 
fection. I  had  a  ease  at  the  time  of  the  earthquake  in  San 
Francisco,  a  woman  from  the  City  of  Mexico.  I  had 
intended  presenting  the  case  to  the  State  Society  meeting  at 
that  time.  Unfortunately,  leaves,  slides  showing  the 
gonoeoccus  and  everything  else  went  up  in  the  smoke  follow- 
ing. 

The  infection  was  extensive  but  the  disturbance  surpris- 
ingly slight  except  about  some  gold  crowns  over  some  teeth. 
She  complained  of  a  profuse  expectoration  and  an  exceed- 
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ingly  bad  taste  with  some  disturbance  of  stomach.  The 
infection  as  one  would  expect  appeared  to  be  deep  in  the 
epithelium. 

Dr.  Wendell  Phillips: — From  the  very  extensive  character 
of  the  necrosis  occurring  so  soon  after  birth  it  seems  to  me 
that  there  must  have  been  an  intrauterine  infection. 

Dr.  B.  Alexander  Randall  (closing  discussion)  : — I  noted 
several  points  in  reading  my  paper  which  may  have  been 
overlooked.  In  anwer  to  Dr.  Theobald's  question  as  to 
traumatism,  the  labors,  so  far  as  could  be  learned,  were 
not  difficult  ones  and  were  without  instrumental  aid.  Of 
course  in  a  primipira  as  old  as  the  one  referred  to  by  Dr. 
Whiting  very  great  difficulty  would  be  expected  and  such 
a  condition  might  have  been  due  to  instrumental  traumatism. 
I  do  not  think  that  trauma  was  at  all  probable  in  either  of 
my  cases. 

As  to  gonorrhea.  I  think  that  can  be  excluded  in  view  of 
the  fact  that  though  both  eyes  were  involved  in  the  second 
ease,  the  conjunctivitis  was  mild  and  was  about  cured  at  the 
time  of  the  ear  trouble.  I  hope  the  complete  autopsy  will 
throw  further  light  upon  the  matter. 


A  BINAURAL  AUSCULTATION  TUBE. 

DR.   ERNEST  DE  WOLFE  WALES,   Boston,  Mass. 


3.  This  auscultation  tube  consists  of  a  combination  of  the 
Bowie's  stethoscope  and  Jansen's  set  of  stenlizable  tips. 
With  the  use  of  this  instrument  both  ears  of  the  physician 
are  concentrated  on  the  sounds  made  by  the  patient  in 
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swallowing  or  in  catheterization.  In  a  noisy  clinic  or  for  the 
physician  whose  hearing  is  defective  it  aids  in  m  Ten  ;' 
diagnosis.  There  is  no  question  of  doubt  when  the  air  enters 
the  tympanic  cavity.  Again  the  instrument  does  not  fall 
out  of  the  ear  as  the  single  tube  is  so  apt  to  do.  By  using 
Jansen's  tips;  each  patient  has  a  clean  sterile  ear  tip.  The 
instrument  can  he  hung  from  the  neck  when  not  in  use. 

The  end  piece  (B)  can  he  substituted  for  the  Jansen  tip 
when  a  louder  diagnostic  sound  is  desired.  Over  the  sheet 
iron  disk  of  the  Bowie's  stethoscope  a.  rubber  cap  is  placed. 
Through  a  hole  in  the  centre  of  this  rubber  cap  is  placed  a 
speculum  with  a  shoulder,  and  the  cap  is  then  stretched  over 
the  end  piece.  This  brings  the  speculum  in  cont  let  with  the 
sheet  metal  disk.  A  short  piece  of  rubber  tubing  is  placed 
over  the  end  of  the  speculum  to  make  a  tight  connection  with 
the  external  auditory  canal.  The  advantages  are  (1)  In  a 
noisy  clinic  all  outside  sounds  are  shut  off  and  the  mind  can 
be  concentrated  on  the  sounds  made  by  swallowing  or  by 
catheterization.  (2)  The  sounds  are  more  distinct,  enabling 
a  physician  with  defective  hearing  to  appreciate  the 
sounds.  ('A)  The  physician  always  has  his  own  ear  tips  and 
the  patient  has  sterilized  tips.  The  instrument  was  put 
together  by  Codman  &  Shurtleff,  Boston. 


EXHIBITION  OK  MODELS  (  READIXO  ). 


UK.    EKNEST   I)K   WOLFE   WALES,   Boston,  Mass. 

1.  Corrosions  made  of  porcelain  showing  mastoid  cells, 
vestibule  and  semi-circular  canals  and  cochlea.  Instead  of 
usiii<i-  wax  or  Wood's  metal,  dental  clay  was  mixed  with 
water  and  leased  into  the  vestibular  window,  then  to  the 
antrum,  the  middle  ear  and  auditory  canal.  The  hone  was 
placed  in  the  sun  for  several  days  and  then  baked  in  a  dental 
oven.    The  hone  crumbles  away  leaving  a  porcelain  cast. 

2.  A  phantom  useful  in  teaching  the  student  to  incise  the 
drum  membrane.  With  a  jeweller's  saw.  saw  perpendicular 
to  the  plane  of  the  mastoid  to  the  depth  of  the  antrum,  then 
saw  parallel  to  the  hum  axis  of  the  pyramid  cutting  through 
the  annulus  tympanieus.  A  sheet  of  bond  paper  or  gold 
beaters  skin  with  a  drawing  of  the  Landmarks  of  the  drum 
membrane  is  |  laced  over  the  inner  section  and  the  external 
section  of  hone  is  placed  over  the  paper.  If  the  hones  are 
in  apposition  the  paper  seen  through  the  external  auditory 
canal  represents  the  drum  membrane.  The  advantages  are 
(1)  The  temporal  hone  is  inexpensive.  (2)  The  distances 
between  the  drum  and  the  inner  tympanic  Avail  are  approxi- 
mately correct.  (3)  The  student  has  a  phantom  worthy  of 
study. 


EXHIBITION  OF  A  BULLET  EXTRACTED  FROM 


THE  MIDDLE  EAR  OF  PATIENT. 

Dr.  G.  A.  Leland : — Exhibited  the  bullet  which  a  police 
officer  had  shot  into  his  right  ear.  Case  reported  in 
Medical  and  Surgical  Reports  of  Boston  City  Hospital, 
Series  15,  (1905)  and  in  "Annals  of  Otology,  Rhinology 
and  Laryngology,"  Dee.  1905,  p.  679. 

It  was  imbedded  in  the  hard  bone  below  the  promontory 
in  such  a  position  that  if  the  jugular  bulb  had  not  been 
located  lower  than  usual,  and  the  carotid  canal  farther 
forward,  it  must  have  wounded  one  of  them.  Only  the  tip 
projected  from  the  bone  and  presented  into  the  middle  ear, 
so  firm  that  it  was  impossible  to  stir  it  with  the  forceps,  and 
the  shiny  tip  shows  where  the  forceps  slipped  off.  With 
tine  chisels  the  bone  was  removed  around  this  tip,  when 
finally,  after  about  two  hours,  the  mass  of  lead  was  found 
to  have  divided  into  two  prongs,  one  of  which  was  forced 
backward  and  the  other  towards,  one  of  them  going  straight 
inward  and  backward,  and  the  other  inward  and  upward, 
curving'  into  an  arc  of  almost  1-3  of  a  circle.  The 
mass  projected  into  the  bone  %  of  an  inch,  and 
the  antero-posterior  length  of  the  deepest  part  was 
%  inch.  Exenteration  and  dermatization  was  necessary 
and  the  patient  made  a  good  recovery  with  no  hearing  by 
air  conduction  but  with  some  hearing  for  low  tones  by  hone. 
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GEORGE  E.  SHAMBAUGH  Chicago.  111. 

S.  B.  ST.  JOHN  Hartford,  Conn. 

GEORGE  STRAWBRIDGE  Philadelphia,  Penn. 

T.  Y.  SUTPHEN  Newark,  N.  J. 

L.  H.  TAYLOR  Wilkes  Barre,  Penn. 

SAMUEL   THEOBALD  Baltimore,  Md. 

ANDREW  TIMBERMAN  Columbus,  Ohio. 

J.  A.  WHITE  Richmond,  Va. 

F.  M.  WILSON  Bridgeport,  Conn. 

HIRAM  WOODS  Baltimore,  Md. 

ARTHUR  MATHEWSON  Brooklyn.  N.  Y. 


The  meeting  was  called  to  order  at  10  a.  in.  in  the  conven- 
tion hall  of  tlie  hotel  by  the  President.  Dr.  Emil  Gruening, 
who  a  [(pointed  as  a  Business  Committee  Drs.  Crockett  and 
Wilson. 

The  Treasurer's  Report  was  presented  and  read  by  Dr. 
Frederick  L.  Jack,  and  Dr.  Hepburn  was  appointed  to  audit 
the  accounts. 

The  Report  of  the  Committee  on  Membership  was  pre- 
sented by  Dr.  Leland  and  recommended  the  election  to 
membership  of  the  following  candidates;  Dr.  J.  P.  Davidson 
of  Richmond;  Dr.  1>.  R.  Kennon,  Norfolk;  Dr.  J.  P.  Darn- 
hill.  Indianapolis;  Dr.  W.  C.  Braislin,  Brooklyn;  Dr.  C.  G. 
Coakley,  New  York;  and  Dr.  E.  W.  Day.  Pittsburg. 
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Upon  motion  of  Dr.  f&eik  the  Committee's  reporl  \v;is 
adopted. 

The  Committee  further  recommended  that  the  names  of 
the  other  candidates  For  membership  should  be  passed  over 
to  1  lie  next  ( !ommittee. 

The  following  named  physicians  were  invited  to  become 
the  guests  of  the  Society  and  extended  the  privileges  of  the 
floor;  Drs.  Stevens,  New  York;  Ralph  Butler,  Philadelphia; 
P.  M.  Chisolm,  Baltimore;  E.  C.  Evans,  Louisville;  Dr. 
Briggs,  Ashville. 

Dr.  W.  Sohier  Bryant,  New  York,  read  a  paper  on  The 
Technique  of  the  Complete  Mastoid  Operation,  Improved, 
Shortened  and  Simplified. 

Discussed  by  Dr.  Dench,  New  York. 

Dr.  E.  A.  ('rocket!.  Boston,  read  a  paper'  on  Some  Indica- 
tions and  Contra-Indications  for  the  Radical  .Mastoid  Opera- 
tion. 

Dr.  J.  F.  McKernon,  New  York,  read  a  paper  on  What 
are  the  Indications  for  Doing  the  So-Called  Radical,  or 
Stacke,  Operation. 

These  papers  were  discussed  by  Dr.  Blake.  Boston,  and 
Di'.  Kipp,  Newark;  Dr.  Dench.  New  York;  Dr.  Johnson, 
Paterson;  Dr.  Randall.  Philadelphia;  Dr.  Crockett.  Boston; 
Dr.  Bryant.  New  York;  Dr.  Jack.  Boston,  and  Dr.  Gruening, 
New  York. 

Dr.  E.  B.  Dench.  New  York,  read  a  paper  on  Otitic  Brain 
Abscess. 

Discussed  by  Dr.  McKernon,  New  York. 

Dr.  W.  Sohier  Bryant,  New  York,  read  a  paper  on  A  Case 
of  Rapid  Convalescence  from  Mastoiditis  and  Epidural 
Abscess. 

There  was  no  discussion. 

Dr.  II.  O.  Reik,  Baltimore,  read  a  paper  on  The  Import- 
ance of  Preliminary  Jugular  Ligation,  in  the  Treatment 
of  Lateral  Sinus  Thrombosis. 

Discussed  by  Dr.  Crockett,  Boston;  Dr.  Randall.  Phila- 
delphia; Dr.  Gruening.  New  York. 
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Dr.  E.  Gruening,  New  York,  read  a  paper  mi  A  Case  of 
Bi-Lateral  Thrombosis  of  the  Sigmoid  Sinus;  Recovery. 


Executive  Session,  May  8,  1907. 

The  Society  was  called  to  order  by  the  President,  Dr. 
Emi]  Gruening. 

The  Business  Committee  reported  as  follows: 

President — Dr.  Charles  -I.  Kipp. 

Vice  President — Dr.  Samuel  Theobald. 

Secretary  and  Treasurer — Dr.  Frederick  L.  .lack. 

Membership  Committee — Drs.  Lewis.  Piske  and  narrower. 

Publication  Committee — Drs.  Blake,  Green  and  the  Sec- 
retary,  ex-officio. 

The  report  was  accepted  and  the  Secretary  cast  the  ballot 
for  the  nominees. 

Dr.  Leland,  Chairman  of  the  Committee  on  Nominations, 
said  that  he  would  like  to  supplement  the  report  by  adding 
to  the  election  list  of  yesterday  the  following  names:  Dr. 
Stieren  of  Pittsburg  and  Dr.  Edmund  ('.  Rivers  of  Denver, 
Colorado.  Accepted. 

A  Committee,  consisting  of  Drs.  Dench,  Crockett  and 
Lewis,  was  appointed  to  determine  the  time  and  place  of 
the  next  meeting,  to  be  not  later  than  the  20th  of  June. 

Programme  Committee  appointed:  Drs.  -lack.  Crockett  and 
Randall. 

Auditing  Committee  reported  that  the  Treasurer's  Report 
had  been  audited  and  found  correct. 

Dr.  George  E.  Shambaugh,  Chicago,  read  a  paper  on  A 
Xew  Theory  of  Tone  Perception. 

Discussed  by  Dr.  Randall.  Philadelphia. 

Dr.  J.  E.  Sheppard,  Brooklyn,  read  a  paper  on  Two  Recent 
Cases  of  Lateral  Sinus  Thrombosis  Presenting  Some  Un- 
usual Features. 

Discussed  by  Dr.  Ablerton,  Brooklyn,  anil  Dr.  Bacon.  New 
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Fork;  Dr.  Knapp,  New  York;  Dr.  Leland,  Boston,  Dr. 
( Iroekel  t .  Boston;  Dr.  Gruening,  New  York;  Dr.  Eagleton, 
Newark. 

Dr.  Frederick  L.  Jack  and  Dr.  P.  H.  Verhoeff,  Boston, 
read  a  paper  on  A  Case  of  Chronic  Suppurative  Otitis  .Media 
Hemorrhage  into  the  External  Auditory  Canal.  Perforation 
of  the  Wall  <>l'  the  Pharynx,  with  Fatal  Hemorrhage  Erom 
the  1  ni erna I  Jugula r  Vein. 

Discussed  by  Dr.  Randall,  Philadelphia;  Dr.  Harlan. 
Baltimore. 

Dr.  B.  Alex.  Randall  and  Dr.  Ralph  Butler,  Philadelphia, 
presented  a  paper  on  Demonstration  of  Some  .Mooted  Points 
in  Tympanic  Anatomy. 

Discussed  by  Dr.  Gruening,  New  York;  Dr.  Shambaugh, 
( Ihicago. 

Dr.  E.  Terry  Smith.  Hartford,  read  a  paper  on  A  Case 
of  Serious  Meningitis. 

Discussed  by  Dr.  Sheppard,  Brooklyn;  Dr.  Randall,  Phil- 
adelphia; Dr.  Timberman,  Columbus;  Dr.  Alderton,  Brook- 
lyn; Dr.  Bacon.  New  York;  Dr.  Eagleton,  Newark;  Dr. 
Gruening,  New  York. 

Dr.  II.  A.  Alderton.  Brooklyn,  read  a  paper  on  Some  Re- 
marks on  the  Surgical  Anatomy  of  the  Temporal  Done. 

Discussed  by  Dr.  Randall.  Philadelphia. 

Adjournment. 


FREDERICK  L.  .JACK. 

Secretary. 


THE  TECHNIC  OF  THE  COMPLKTK  .MASTOID  OPERA- 
TION IMPROVED,  SHORTENED  AND  SIMPLIFIED, 
THROUGH  THE  DIGASTRIC  ROUTE. 


By  WM.  SOHIEU  BRYANT,  A.  M.,  M.  D.,  New  York. 

The  complete  mastoid  operation  fulfills  the  requirements 
oftener  and  better  than  any  other.  It  removes  no1  only  the 
macroscopically  diseased  bone  and  cells,  but  also  those 
structures  which  show  bacteriological  changes  only  when 
seen  under  the  microscope.  It  is  therefore  the  surest  method 
of  avoiding  sinus  involvement  or  secondary  operation,  and  is 
the  one  which  the  author  usually  performs.  The  conven- 
tional incision  through  the  skin  and  outer  table  of  the  mas- 
toid process  followed  by  excavation  of  the  antrum  is  per- 
fectly satisfactory  when  we  do  not  intend  apriori  to  remove 
the  lip  of  Ihe  process  and  all  of  the  cells,  in  spite  of  the 
fact  that  the  knee  of  the  sinus  occasionally  lies  directly  in 
the  path  of  the  operative  procedure.  But  when  one  has 
previously  decided  to  remove  the  tip.  together  with  all  Ihe 
cells,  I  have  found  thai  we  can  shorten  the  time  of  operation, 
and  simplify  its  technic,  by  attacking  the  bone,  penetrating 
the  outer  cortex,  and  opening  the  process  at  the  tip  first. 

I  make  the  skin  incision  close  to  the  posterior  fold  of  Ihe 
auricle  beginning  at  a  point  on  a  level  with  the  upper  wall 
of  the  meatus.  The  incision  is  then  carried  in  a  curved  line 
downwards  and  forwards  to  a  point  level  with  Ihe  lip  of  Ihe 
process.  The  periosteum  is  next  incised  at  the  bottom  of  the 
wound  on  a  line  corresponding  to  the  skin  incision.  Then, 
the  periosteum  is  lifted  carefully,  beginning  a1  ihe  tip  of 
the  process  and  working  upwards,  extreme  caul  ion  being 
taken  thai  Ihe  periosteum  be  removed  in  even  sheets.  After 
the  anterior  and  posterior  periosteal  flaps  have  been  loosened, 
the  periosteum  is  lifted  from  Ihe  mastoid  process  entirely, 
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the  operator  working  around  under  the  tip  and  up  to  the 
bottom  of  the  digastric  fossa.  Then  with  ;i  medium  sized 
rongeur  the  lip  is  quickly  removed,  followed  by  removal  of 
the  outer  table  of  the  cellular  area.  The  possibility  of  open- 
ing the  sinus  is  thus  rendered  quite  remote  even  when  situ- 
ated much  further  forward  than  is  normally  the  ease.  If  the 
knee  of  the  sinus  encroaches  upon  the  posterior  wall  of  the 
meatus  too  closely  to  allow  easy  entrance  to  the  antrum  by 
tlie  usual  route,  the  latter  can  lie  readily  approached  from 
below.  The  cells  in  the  base  oi  the  process  are  now  broken 
down  with  the  rongeur  and  cleaned  up  with  the  curette  thus 
fully  exposing  the  antrum. 

If  the  process  is  pneumatic  our  best  too]  is  the  rongeur. 
II  will  accomplish  the  breaking  down  of  the  tip  and  re- 
moval of  the  outer  table  and  cell  structure  quicker  and 
better  than  any  other.  If  the  mastoid  is  sclerosed  the  tip  is 
removed  with  the  rongeur  but  time  can  he  saved  if  the 
electric  burr  is  used  to  do  most  of  the  remainder  id'  the  bone 
work. 

Another  advantage  in  the  digastric  route  for  opening  the 
process  lies  in  the  laid  that  one  can  locate  the  position  of  the 
facial  nerve  at  its  exit  from  the  stylo-mastoid  foramen,  be- 
cause in  uncovering  the  digastric  fossa  in  the  beginning  id' 
the  opt  ration,  the  stylo-mastoid  foramen  which  is  situated  at 
the  anterior  or  inner  end  of  the  groove  is  readily  found. 

Moreover,  we  find  convalescence  greatly  facilitated  and 
shortened  by  the  preservation  of  the  periosteum  together 
with  free  incision  of  the  drum  membrane.  Post-operative 
hearing  is  best  if  the  attic  was  entered  from  behind  and  was 
not  explored,  especially  if  the  convalescence  chances  to  be 
rapid.  Post-aural  scars  are  reduced  to  a  minimum  by  closure 
of  the  wound  at  the  time  of  operation. 

The  author  has  found  that  this  technic  consumes  the  least 
time  consonant  with  good  operative  results  and  that  the  con- 
valescence is  all  that  can  be  desired  in  rapidity  as  well  as  in 
auditory  and  cosmetic  efficiency. 


COMPLETE  MASTOID  OPERATION. 


463 


Discussion. 


Dr.  Dench : — I  agree  with  Dr.  Bryant  perfectly  as  to  the 
advisability  of  removing  the  tip  early  in  the  operation,  in 
many  of  these  eases.  I  have  modified  somewhat  the  proce- 
dure which  he  suggests,  by  removing  the  cortex  from  the 
upper  part  of  the  mastoid  by  means  of  a  large  gouge,  as  a 
primary  procedure.  The  rongeur  forceps  can  then  be  used 
to  remove  the  tip,  one  blade  being  passed  beneath  the  tip  of 
the  mastoid,  while  the  other  blade  enters  the  mastoid  cells 
through  the  opening  in  the  cortex  already  made.  This  is  a 
much  simpler  plan  than  to  remove  the  tip  before  disturbing 
the  cortex. 


SOME  INDICATIONS  AND  CONTRA-IN I) RATIONS  FOR 
THE  RADICAL  MASTOID  OPERATION. 


By  DR.  E.  A.  CROCKETT,  Boston,  Mass. 

There  is  to  be  no  contention  in  this  paper  but  thai  the  radi- 
cal mastoid  operation  has  conic  to  stay  and  will  in  hospital 
practice  ;it  least,  be  performed  in  an  increasing  number  of 
cases  as  the  operator  becomes  more  proficient  with  the  tech- 
nique of  the  operation  and  the  present  slight  risk  becomes 
therefore  less,  but  it  seems  to  me  that  many  men  at  the 
present  day  have  lost  sight  of  conservatism  and  advise  the 
operation  too  freely  in  a  large  number  of  cases  where  other 
means  might  prove  more  successful. 

I  ha  vi'  recently  seen  a  patient  who  had  had  labyrinthitis  in 
one  ear  so  that  the  hearing  was  totally  destroyed  and  chronic 
suppurative  middle  ear  inflammation  of  nearly  40  years'  dura- 
tion on  the  other  side  and  like  many  chronic  suppurations 
this  ear  had  about  one  third  of  normal  hearing.  There  could 
be  no  question  but  that  there  was  caries  present  in  the  tym- 
panum and  very  probably  in  the  mastoid  also.  The  ear  had 
been  well  treated  for  a  number  of  years  without  any  cessa- 
tion of  the  discharge.  The  patient  earned  her  own  living, 
was  about  50  years  old  and  depended  entirely  upon  the  hear- 
ing in  the  suppurative  ear  for  her  means  of  subsistence.  In 
spite  of  this  several  operators  had  advised  a  radical  mas- 
toid operation.  I  gave  the  patient  my  opinion  very  strongly 
against  any  such  operation,  told  her  that  I  thought  the  slight 
risk  of  meningeal  complication  from  a  chronic  suppuration 
was  far  less  than  the  risk  of  injuring  what  little  hearing- 
she  had  left  and  upon  which  her  livelihood  depended. 

My  first  contra  indication  therefore  would  be  against 
operating  upon  a  patient's  better  hearing  or  only  hearing 
ear  under  any  circumstances  except  that  of  absolute  neces- 
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sit \-  and  by  absolute  necessity,  I  mean  clearly  defined  menin- 
geal syniptoms. 

I  also  this  winter  had  a  four  year  old  child  with  a  chronic 
suppuration,  one  year's  duration,  which  had  received  very 
little  treatmenl  and  would  have  in  my  opinion  ceased  under 
middle  ear  treatment.  The  parents  of  this  child  went  to 
Europe  on  a  trip  and  there  consulted  an  aurist.  He  advised 
and  did  a  radical  operation  a1  once.  Here  again  my  second 
contra  indication  against  doing  a  radical  operation  upon  sup- 
purative ears  of  not  over  one  or  two  years  without  first  try- 
ing middle  car  treatment  for  a  considerable  period. 

In  the  days  when  radical  operations  were  not  done  and 
suppurative  middle  ear  cases  received  only  a  persistenl 
middle  ear  treatment,  vertigo,  nausea  and  vomiting  were 
fairly  common  symptoms  either  from  pressure  of  polypoid 
growths  on  the  stapes  or  from  the  presence  of  cholesteatoma 
in  the  tympanum  and  occasionally  severe  auditory  vertigo 
was  seen  from  simple  syringing.  My  recollection  of  such 
cases  is  that  in  almost  none  of  them  was  this  group  of  symp- 
toms, vertigo,  nausea  and  vomiting  followed  by  any  menin- 
geal complications.  It  merely  meant  increased  labrinthine 
pressure  from  pressure  upon  the  stapes  base  plate  or  the 
round  window.  I  would  not  therefore  regard  such  syniptoms 
as  determining  whether  or  not  a  radical  operation  should 
be  performed  in  a  given  case. 

The  greatest  error  in  judgement  is  in  my  opinion  made  by 
the  advising  of  radical  operations  in  patients  with  open 
canals  and  large  inferior  perforations  of  the  drum  and 
smooth  mucous  membrane  of  the  tympanum  on  whom  faith- 
ful middle  ear  treatment  has  not  been  carried  out  under  the 
direction  of  a  competent  aurist  for  at  least  one  year.  Such 
middle  ear  treatment  certainly  comprises  the  use  of  middle 
ear  syringing.  If  a  case  of  middle  ear  disease  of  this  des- 
cription drys  up  and  remains  dry  for  a  considerable  period, 
at  least  some  months  or  a  year  and  then  discharge  a  serous 
or  serous  purulent  discharge  for  a  tew  days  after  head  cold 
or  after  the  ear  has  been  wet  in  bathing,  I  should  not  con- 


466 


CKOCKKTT. 


sider  this  as  indicating  thai  the  cure  was  no1  complete.  Such 
discharges  may  occur  in  similar  conditions  alter  many  a 
radical  operation  which  lias  been  considered  fairly  successful. 

We  occasionally  see  patients  who  have  in  both  ears  a 
chronic  middle  ear  suppuration,  who  hear  fairly  well  and 
who,  n<>  matter  what  degree  of  hearing  has  been  preserved, 
have  accommodated  their  business  affairs  to  their  deafness 
anil  are  making  the  struggle  of  life  as  best  they  can  under 
such  handicap.  We  cannot  too  strongly  decry  the  advising 
of  radical  operations  on  one  or  both  ears  under  such  con- 
ditions. Every  form  of  middle  ear  treatment  should  be 
tried  and  tried  thoroughly  and  it  would  be  better  to  let  the 
patienl  have  a  middle  ear  suppuration  the  rest  of  his  life  and 
I  strongly  believe  that  the  radical  operation  IS  entirely  un- 
justified in  such  cases  except  in  actual  presence  of  menin- 
geal symptoms.  Under  the  use  of  some  form  of  artificial1 
membrana  tympanum  such  cases  may  attain  very  good  hear- 
ing and  maintain  such  hearing  through  life. 

It  may  be  claimed  that  the  radical  operation  occasionally 
improves  the  hearing  of  the  patient,  still  we  must  considei 
thai  such  patients  must  have  had  deafness  of  more  than  the 
ordinary  grade  prior  to  the  operation  or  the  reverse  would 
have  been  the  result.  On  the  other  hand  we  often  see  par- 
ticularly in  hospital  practice  and  occasionally  also  in  private 
practice  patients  in  whom  in  addition  to  chronic  suppuration 
which  has  resisted  ordinary  treatment,  we  find  granulation 
tissue  in  the  tympanum,  which  reoccurs  rapidly  after  removal 
and  caries  of  the  canal  wall  as  evidenced  by  oedematous 
swellings  of  the  canal.  In  such  patients  particularly  if  the 
discharge  remains  foul  under  treatment  I  should  advise  a 
radical  operation  as  the  best  means  of  offering  them  a  cure 
of  the  trouble.  Certainly  for  hospital  practice  where  it  is 
important  from  the  patient's  standpoint  that  he  should  be 
permanently  well  in  as  short  time  as  possible.  I  would  not 
advise  any  form  of  middle  ear  operation  such  as  ossiculec- 
tomy. In  fact  the  more  middle  ear  surgery  of  this  descrip- 
tion I  have  done. — either  simple  removal  of  a  carious,  mal- 
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lens,  incus  and  remaining  portion  of  the  membrana  or  com- 
bining this  with  the  removal  of  the  over  hang  of  the  attic  by 
Kerrison's  forceps  or  some  similar  device,  the  more  sceptical 
I  become  as  to  the  usefulness  of  this  operation.  I  think  if 
one  analyses  his  results  after  two  or  three  years  in  a  series 
of  cases  he  will  find  a  larger  number  of  failures  than  is  com- 
monly reported  in  monographs  of  the  subject. 

It  can  not  be  denied  that  the  radical  operation  also  occas- 
ionally fails,  but  very  rarely  and  less  in  the  experience  of 
the  individual  operator  as  his  knowledge  of  the  handling  of 
the  alter  treatment  increases.  The  radical  operation  will 
show  its  best  results  in  eases  of  extra  dural  abscess  either 
over  the  tegmen  tympanum  or  tegmen  of  the  mastoid  or  in  the 
case  of  beginning  meningitis  from  chronic  middle  ear  or 
mastoid  disease. 

The  large  operative  field  and  the  opportunity  offered  for 
careful  inspection  of  all  the  boundaries  of  the  ear  and  mas- 
toid and  thorough  removal  of  all  carious  bone  makes  the 
chances  of  success  in  such  cases  greater  from  this  operative 
procedure  than  from  any  other,  although  a  different  after 
treatment  of  the  cavity  in  some  cases  of  either  intra  or  extra 
dural  abscess  may  be  necessary  than  is  common  after  usual 
exenteration.  It  may  be  that  the  heavy  packing  and  sub- 
sequent Thiersch  drafting  may  interfere  from  the  proper 
drainage  of  deeper  abcess  cavity. 

Another  class  of  cases  where  the  radical  operation  is 
usually  indicated  is  on  the  occurrence  of  facial  paralysis  in 
the  course  of  chronic  middle  ear  disease  especially  in  a 
beginning  case.  In  such  a  case  an  operation  offers  the  chance 
of  immediate  restoration  of  the  functions  of  the  nerve.  The 
prognosis  of  such  restoration  is  of  course  more  doubtful  in 
long  continued  cases. 

This  paper  has  been  written  largely  for  the  purpose  of 
provoking  a  free  discussion  on  the  subject  and  I  hope  it 
will  be  successful  in  doing  so.  To  sum  up  the  paper  briefly, 
1  should  say  that  the  operation  had  greater  usefulness  in 
hospital  practice  than  in  private  practice  owing  to  the  fact 
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thai  given  mi  operator  proficient  in  the  operation  and 
familiar  with  the  technique  of  the  after  treatment,  there  is 
almost  no  risk  of  life  and  the  chance  of  restoring  the  patient 
to  his  work  and  not  subjecting  liim  to  a  Long  continued  out 
patient  treatment,  is  much  better  with  operation  than  with- 
out. The  average  Length  of  treatment  after  operation  is 
about  four  weeks  my  individual  experience. 

Second:- — Operation  should  he  advised  in  all  cases  private 
or  hospital  where  there  is  repeated  recurrence  under  middle 
ear  treatment  of  granulation  tissue  or  polypus  in  the  tym- 
panum or  evidence  of  caries  of  the  canal. 

Third: — The  operation  should  he  unhesitatingly  advised 
where  there  is  satisfactory  evidence  of  a  threatened  menin- 
geal process  or  of  the  existence  of  extra  dural  abscess  in  the 
course  of  a  chronic  suppurative  middle  ear  disease. 

Fourth: — The  onset  of  a  facial  paralysis  in  the  course  of 
a  chronic  suppuration  either  under  treatment  or  after  treat- 
ment which  would  make  the  operation  seem  advisable. 

Conversely  the  operation  should  never  be  performed  upon 
the  patients  better  hearing  ear  or  only  hearing  ear. 

Second: — Upon  patients  with  double  chronic  suppurative 
middle  ear  disease,  except  with  the  presence  of  symptoms  in- 
dicating danger  to  life. 

Third: — Upon  young  children. 

Fourth: — Upon  any  suppurative  middle  ear  process  no 
matter  how  long'  duration  until  the  ordinary  form  of  middle 
ear  treatment  has  been  faithfully  carried  out. 

Alter  all  these  indications  and  contra  indications  there  re- 
mains one  more  point  which  should  be  brought  out  and  that 
is  the  fact  that  one  becomes  more  enthusiastic  in  radical 
operating  as  one  sees  the  amount  of  deep  destruction  of  the 
bone  which  is  uncovered  in  cases  where  few  symptoms  of 
such  a  process  have  existed.  It  is  certainly  a  marvel  that 
there  are  not  many  more  cases  of  serious  complications  fol- 
lowing these  long  continued  septic  processes. 

Even  in  patients  who  seem  the  strongest  there  is  a  certain 
amount  of  general  sepsis  from  the  pus  in  the  middle  ear  and 
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in  the  bone  around  the  middle  car.  I  have  observed  that 
far  from  being  depleted  after  such  a  serious  surgical  pro- 
cedure as  the  operation  certainly  is  the  patient  usually  feels 
far  stronger  and  better  in  every  way.  and  their  system  is 
cleared  of  the  poisoning  which  it  has  been  subjected  to  for 
years. 


WHAT    ARE   THE   INDICATIONS    FOR    DOING  THE 
SO-CALLED  RADICAL,  OR  STACK LK, 
OPERATION  .' 

By  JAMES  F.  McKERON,  M.  D.,  New  York,  N.  Y. 

During  the  past  five  years  there  have  been  so  many 
radical,  or  Stacke,  operations  reported  done  for  the  cure  of 
chronic  otorrhea,  that  one  is  led  to  pause  a  moment  and  ask 
himself  whether  all  were  accessary,  or  if  some  of  the  many 
cases  reported  could  not  have  been  cured  by  other  and 
simpler  means?  I  would  in  no  sense  be  understood  as 
belittling  this  operation,  for  1  know  of  no  other  that  offers 
such  safety  to  the  patient  as  this  does  when  the  indications 
arc  distinct  for  its  performance.  Hut  from  observation 
and  reports  I  am  inclined  to  believe  that  it  is  frequently 
done  when  little  or  no  necrosis  exists,  and  before  other 
means  of  a  simpler  and  more  conservative  nature  have  been 
tried,  to  cure  the  discharge. 

What,  then,  are  the  indications  for  doing  this  operation? 
First-— The  presence  of  dead  bone  in  the  tympanic  cavity, 
with,  or  without  the  presence  of  cholesteatomatous  masses. 
Second — A  train  of  symptoms  occurring  as  the  result  of  this 
necrotic  area,  which  are.  briefly,  headache,  localized  or  gen- 
eral, on  the  affected  side;  vertigo,  of  the  intermittent  type: 
nausea  and  vomitting  at  times;  and  intermittent  pain,  to  be 
replaced  by  a  dull  heavy  throbbing  pain  when  drainage  is 
obstructed;  unsteadiness  of  gait  in  advanced  cases;  and  an 
intermittent  or  constant  purulent  discharge  from  the  middle 
ear,  the  odor  of  which  is  foul,  and  an  indication  of  necrotic 
bone.  Combined  with  these,  in  a  certain  number  of  cases, 
particularly  when  the  process  is  of  long-standing,  is  a  train 
of  mental  symptoms  in  many  of  the  cases  produce  a  mild 
form  of  melancholia,  caused  by  the  patient's  dwelling  con- 
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tinuously  upon  the  local  process.  Then,  again,  in  a  number  of 
cases,  there  is  a  persistent  and  most  distressing  tinnitus,  and 
frequently  this  has  so  upset  the  patient's  mental  equilibrium, 
that  all  other  symptoms  are  of  minor  importance  as  com- 
pared to  this  most  distressing  one. 

When  we  have  the  history  of  a  long-standing  discharge 
from  the  middle  ear,  and  upon  examination,  we  find  dead 
hone  present,  with  several  of  the  above  mentioned  symptoms 
prominent,  then  I  believe  we  have  distinct  and  positive 
reasons  for  advising  the  performance  of  this  operation.  On 
the  other  hand,  there  are  many  cases,  in  winch  the  patient  is 
advised  to  have  this  operation  done,  simply  because  for  a 
few  weeks  or  months,  there  has  been  a  discharge  from  the 
middle  ear.  scanty  in  character,  and  when  upon  physical 
examination,  no  dead  hone  can  be  demonstrated  by  fhe  probe, 
or  other  means  brought  to  aid  the  examiner.  In  some  of 
these  cases  the  [.robe  does  encounter  exposed  bone  where  the 
mucous  membrane  covering  it  has  be°n  destroyed  in  the  sup- 
purative process,  but  an  area  of  recently  exposed  bone  should 
not  be  mistaken  for  dead  bone.  Again,  take  a  case  giving 
the  history  of  an  intermittent  discharge  from  the  ear  for 
several  months,  with  occasional  attacks  of  pain,  and  the 
audition  but  slightly  impaired.  When,  upon  examination, 
we  find  a  drum  membrane  markedly  thickened  and  swollen, 
with  small  perforate  n  situated  some  distance  higher  than  the 
level  of  the  tympanic  floor,  and  the  canal  containing  more  or 
less  foul-smelling  secretion,  because  it  has  been  allowed  to 
accumulate  there,  and  decompose,  a  diagnosis  of  intra- 
tympanic  caries  is  immediately  made,  or  jumped  at.  from 
the  character  of  the  discharge,  and  an  operation  is  advised, 
as  the  only  means  of  a  cure. 

In  cases  like  this.  I  believe  it  is  extremely  unwise  to  do  a 
radical  operation  on  the  middle  ear  cavity,  until  all  per- 
sistent and  conservative  treatment  has  failed  to  bring  aboul 
resolution  in  these  structures,  and  in  many  of  the  cases  of 
a  type  similar  to  that  described,  cleansing,  and  a  free  inci- 
sion in  thi'  thickened  and  swollen  drum  membrane,  so  as  to 
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freely  drain  the  cavity  behind  it,  and  this  followed  by  the 
simplest  of  measures,  thai  of  keeping  the  canal  sterile,  and 
stimulating  the  part  as  needed,  will  cure  ;i  Large  percentage 
of  these  eases,  and  at  the  same  time  preserve  for  the  patient 
an  audit  ion  thai  will  be  serviceable  for  the  remainder  of  his 
life,  and  this,  too,  without  inconvenience,  or  loss  of  time. 
Whereas,  if  a  Stacko  operation  were  done  on  such  a  case,  the 
hearing  for  all  practical  purposes,  namely  conversation, 
would  he  a  thing  of  the  past,  to  say  nothing  of  the  incon- 
venience, suffering  and  loss  of  time  to  the  patient. 

Another  class  of  cases  frequently  coming  to  the  operating 
table,  for  the  Stacke  operation,  is  that  of  children  giving  the 
history  of  a  discharge  from  the  middle  ear  for  several 
months,  as  a  sequel  of  grippe,  measles,  scarlet  fever,  and 
other  intercurrent  diseases.  In  some  of  these  cases,  per- 
sistent conservative  treatment  has  failed  to  bring  about  a 
cure.  The  adenoids  and  enlarged  tonsils  have  been  removed 
hoping  thereby  to  lessen  the  mechanical  irritation  in  the 
nasopharynx  so  that  resolution  will  be  established,  but  with- 
out avail.  If  instead  of  the  Stacke  operation  being  done  on 
these  young  children,  the  mastoid  were  opened,  and  the 
middle  ear  drained  posteriorly,  and  at  the  same  time  a  free 
incision  made  in  the  drum  membrane,  the  suppurative  pro- 
cess would  speedily  cease,  and  what  is  of  the  utmost  import- 
ance for  the  future  of  these  young  patients,  their  hearing 
would  be  preserved,  if  not  in  its  entirety,  nearly  so  in  the 
majority  of  cases.  While  if  the  so-called  radical  operation 
had  been  done  on  these  patients,  the  hearing,  for  all  time 
would  be  very  much  diminished,  if  not  entirely  lost  at  the 
end  of  a  year  or  two  after  such  an  operation. 

During  the  last  two  years  the  writer  has  seen  thirty-two 
cases  of  the  above  described  type  in  children,  operated  upon 
by  the  posterior  method,  and  all  discharge  cured  except  in 
two  cases.  The  audition  in  twenty-six  of  the  cases  was  as 
perfect  as  the  opposite  side;  of  the  remaining  six  cases,  the 
audition  was  improved  in  four,  and  two  had  to  be  operated 
upon  again,  the  Stacke  operation  being  done  at  the  second- 
sitting. 
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In  a  certain  number  of  cases  of  the  adult  type,  where  the 
only  prominent  sympton  is  that  of  otorrhea,  scanty,  or  inter- 
mittent, the  duration  of  which  is  a  few  months,  or  a 
year,  anil  a  section  of  the  drum  membrane  is  found 
wanting,  it  would  seem  wiser  to  first  perform  os- 
siculectomy, and  currettage  of  the  middle  ear,  hop- 
ing thereby  to  cure  the  condition  promoting  drain- 
age, rather  than  to  at  first  do  the  radical  opera- 
tion, which,  however,  should  be  done  later,  provided  the 
simpler  measures  instituted  be  not  successful.  The  question 
naturally  arises  here,  "How  long  should  one  be  content  with 
conservative  treatment  of  a  running  ear,  before  abandoning 
it,  and  advising  the  patient  to  submit  to  the  radical  opera- 
tion?" I  believe  it  is  impossible  to  lay  down  hard  and  fast 
rules  as  to  the  length  of  time  an  aural  discharge  may  be  al- 
lowed to  continue  without  resort  to  surgical  procedures,  as 
many  things  have  to  be  taken  into  consideration.  The  dura- 
tion of  the  discharge,  its  character,  the  previous  treatment 
the  patient  has  been  subjected  to,  and  above  all,  his  general 
physical  condition,  for  this  may  be  depleted  and  below  par, 
that  it  is  well-nigh  impossible  for  a  local  condition  to  resolve 
while  the  patient's  general  system  is  so  far  below  the  normal 
health  standard.  Generally  speaking,  however,  if  from  two 
to  four  months  conservative  treatment  does  not  bring  about 
a  favorable  result,  then  operative  measures  should  be  ad- 
vised. This  is,  of  course,  if  no  evidence  of  a  serious  exten- 
sion presents  itself  during  this  period.  Should  it  do  so,  then 
a  prompt  operative  interference  is  at  once  demanded. 

When  talking  to  patients  about  the  advisability  of  hav- 
ing such  an  operation  performed,  the  question  arises  as  to 
how  much  or  what  should  be  said  relative  to  audition, 
whether  it  will  be  as  good  as,  or  better  than  before  opera- 
tion, or  if  it  should  be  diminished,  to  what  extent?  The 
writer  has  seen  a  number  of  cases  in  both  hospital  and  pri- 
vate practice,  where  after  operation,  the  patient  has  volun- 
teered the  statement  that  had  he  known  his  hearing  would 
be  so  poor  as  it  was  then,  he  would  have  never  had  the 
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operation  done  Such  ;i  statement  as  this  should  have  but 
little  weight  when  we  compare  the  diminished  audition  with 
the  possibility  or  probability  of  an  i  ntra-cranial  condition 
OCCUring,  in  cases  where  advanced  necrosis  was  present.  It 
should,  however,  be  judiciously  weighed,  in  cases  where  the 
discharge  has  been  of  short  duration,  as  many  times  these 
patients  are  prevented  from  earning  their  living  at  what 
was  their  former  vocation,  after  having  submitted  to  the 
operation.  So  that  I  believe  it  to  be  our  duty  not  to  omit 
telling  these  patients  when  they  come  to  us  for  advice,  that 
their  audition  may  be  permanently  impaired  by  the  opera- 
t  ion. 

That  there  are  a  number  of  cases  of  this  type  operated 
upon,  where  brilliant  results  are  reported  from  the  stand- 
point of  improved  hearing  immediately  following  the  opera- 
tion, we  all  know.  But  how  about  the  hearing  one  or  two 
years  later,  after  a  substantial  mass  of  sear  tissue  has 
formed  in  the  tympanic  cavity? 

It  should  not  be  so  much  the  immediate,  as  the  future  re- 
sult that  we  should  endeavor  to  obtain  for  these  patients. 

Another  point  that  these  patients  who  submit  to  the  radical 
operation  should  be  enlightened  upon  is  the  possibility  of  an 
injury  to  the  facial  nerve.  While  none  of  us  who  do  this 
operation,  expect  such  an  accident  to  take  place,  still  there 
is  always  a  possibility  of  its  occurring,  no  matter  how  ex- 
perienced or  skillful  the  operator.  Should  such  an  accident 
occur,  without  our  patient  having  been  previously  told  of 
its  possibility,  it  places  the  surgeon  in  a  very  unpleasant 
position,  and  for  this  reason,  if  for  no  other,  it  would  seem 
wise  to  acquaint  a  patient  who  contemplates  having  this 
operation  done,  of  such  a  thing  taking  place. 

After  the  Stacke  operation  has  been  done,  the  question 
in  the  mind  of  the  operator  is  what  to  do  to  bring  about 
a  speedy  dermatization  of  the  tympanic  cavity,  and  it  is  the 
belief  of  the  writer  that  the  primary  skin  graft  seldom,  if 
ever,  hastens  or  lessens  the  duration  of  this  condition.  Used 
secondarily,  or  several  days  after  the  operation  has  been 
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done,  it  is,  I  beileve,  a  distinct  aid  in  the  hastening  of  the  heal- 
ing process  in  ;i  few  selected  cases.  In  the  majority  of  cases 
where  it  is  used  either  primarily  or  secondarily,  1  beileve 
it  does  but  little  good  as  it  either  sloughs  from  the  surface 
on  which  it  lias  been  placed,  or  is  torn  away,  or  displaced 
during  the  earlier  dressing-  of  the  case. 

This  conclusion  is  based  upon  a  faithful  and  conscientious 
trial  of  it,  both  as  a  primary  and  secondary  graft.  Without 
its  use,  I  believe  the  majority  of  cases  operated  niton  der- 
matize  quite  as  rapidly,  if  not  more  so,  than  where  it  has 
been  used.  In  the  experience  of  the  writer  the  keynote  for 
a  rapid  cure  of  the  condition  operated  upon  is  not  the  plac- 
ing of  a  graft  in  the  tympanic  cavity,  and  adjacent  to  it, 
but  the  complete  removal  of  every  vestige  of  the  disease, 
and  if  this  lie  done,  a  cure  will  follow  in  nearly  every  case, 
independent  of  any  other  aid. 

Discussion. 

Dr.  Blake: — It  is  most  fortunate  that  we  should  have  had 
these  two  papers  in  conjunction.  They  present  points  upon 
which  we  are  agreed  and  propositions  which  it  is  import- 
ant to  consider.  They  might  well  be  made  the  basis  for  a 
general  symposium  at  another  meeting,  unless  we  are  pre- 
pared to  go  into  such  a  symposium  now. 

As  Dr.  Crockett,  implies,  to  put  a  time  limit  to  the  sequence 
of  this  operation  is  impossible,  if  1  understood  him  rightly, 
he  prefers  to  proceed  to  a  radical  operation  rather  than  to 
do  an  ossiculectomy  in  chronic  suppurative  otitis  media. 
Am  I  right  in  that? 

Dr.  Crockett: — Yes,  provided  I  have  used  the  middle 
ear  syringe  and  other  local  treatment  for  many  months. 

Dr.  Blake: — To  that  I  should  be  inclined  to  take  excep- 
tion, on  the  basis  of  experience.  To  me  it  would  seem  best 
to  make  the  best  clearance  one  can  of  the  middle  ear  then. 
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if  necessary,  to  remove  the  ossicles,  and  t<>  make  tympano- 
mastoid exenteration  the  final  step,  with  a  preference  of 
primary  closure  of  the  post-aural  wound.  I  have  recently 
IijkI  occasion  to  carry  out  a  series  of  observations  to  dc 
termine  the  length  of  time  required,  in  differenl  cases,  for 
the  cessation  oi  discharge,  under  prolonged  treatment  of 
the  disease  in  the  tympanum,  proceeding  to  ossiculectomy 
after  curettage  had  failed  and  then  continuing  treatment 
by  the  application  of  silver  nitrate  to  the  epi-tympanum, 
conserving  as  far  as  possible  the  building  granulomata.  One 
case  operated  upon  a  year  ago,  with  removal  of  the  malleus 
and  incus,  has  only  now  ceased  to  discharge.  At  first  I 
thought  that  there  must  be  pneumatic  cells  extending  back- 
wards from  the  antrum,  but  continued  observation  showed 
that  the  main  source  of  discharge  was  in  the  upper  anterior 
portion  of  the  epi-tympanum  and.  gradually  by  curetting 
with  the  small  middle  ear  curettes  and  making  applications 
o1  silver,  the  discharge  was  controlled.  In  still  another  case 
in  which  the  radical  operation  had  been  proposed,  in  what 
was  mainly  a  mucous  discharge  with  occasional  pus  cells,  as 
shown  by  microscopic  examination,  I  watched  during  the 
period  of  a  year,  with  a  great  deal  of  interest,  the  repara- 
tive process  in  the  formation  of  granulomata  and  the  build- 
ing of  an  involuted  cicatrix.  The  discharge  has  ceased  and 
the  ingrowth  from  the  tympanie  membrane  has  almost  en- 
tirely closed  off  the  dry  cavity. 

Another  point  to  be  taken  into  consideration  is  the  gen- 
eral condition  of  the  patient,  for  the  general  health  has  a 
great  bearing'  upon  the  healing  in  many  of  these  cases  of 
long'  protracted  suppuration.  It  is  to  he  hoped  that  we  may 
yet  find  it  possible  to  apply  some  form  of  the  scrum  treat- 
ment to  the  cavity  of  the  middle  ear. 

Dr.  Kipp: — I  agree  fully  with  the  views  stated  by  Dr. 
Crockett  they  show  that  the  pendulum  is  beginning  to  swing 
the  other  way.  I  have  practiced  now  for  35  years  and  have 
seen  a  great  many  cases  in  which  I  was  sorely  tempted  to 
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perform  the  radical  operation  upon  patients  who  had  but 
one  useful  ear,  bu1  refrained  on  account  of  fear  of  destroy- 
ing what  hearing  existed,  and  I  have  never  regretted  such 
action.  I  have  never  seen  cerebral  symptoms  develop  in 
eases  of  chronic  suppuration  while  the  patient  was  under  my 
continuous  care.  .Many  of  these  chronic  suppurative  ears  un- 
der appropriate  treatment  dry  up  in  time.  The  great  trouble 
in  the  after  treatment  of  the  radical  operation  has  been 
the  pain  caused  by  the  packing.  In  recent  years  I  have  re- 
frained from  packing  them  at  all,  I  have  simply  (dosed  the 
posterior  wound  and  cleansed  the  cavity,  by  wiping  out 
or  syringing,  and  the  results  have  been  satisfactory. 

Dr.  Dench: — I  was  very  much  interested  in  what  Dr. 
Crockett  said,  especially  in  Ids  views  regarding  the  presence 
of  labyrinthine  symptoms  not  necessarily  requiring  opera- 
tion: perhaps  I  misunderstood  him.  In  a  case  of  chronic  sup- 
purative otitis  with  severe  vertigo  and  other  symptoms  of 
a  labyrinthine  character  I  should  hardly  believe  I  had  done 
my  duty  unless  I  drained  the  tympanum  and  mastoid  by  a 
thorough  exenteration  and  was  in  a  position  to  attack  the 
labyrinth  if  any  evidence  of  its  being  diseased  was  found 
at  the  operation.  It  seems  to  me  such  symptoms  are  an  in- 
dication for  the  operation.  These  symptoms  do  occur  with- 
out earies  of  the  inner  wall  but  it  is  impossible  for  any  man 
to  determine  beforehand  whether  these  symptoms  are  due 
simply  to  pressure  or  to  fistulous  openings  into  the  semi- 
circular canal  or  the  vestibule  and  that  point  can  only  he 
determined  at  the  time  of  operation. 

I  agree  with  him  that  the  poorer  ear  should  always  be  the 
one  operated  upon  first  when  both  are  involved.  If  the 
hearing  is  fairly  good  we  should  think  twice  before  operat- 
ing. I  recall  one  case  which  does  not  bear  out  the  general 
rule.  The  patient  was  a  young  lady  whose  hearing  was  con- 
siderably impaired  by  suppurative  trouble  dating  from 
childhood.  I  operated  upon  the  poorer  ear  and  the  hearing 
power  was  so  much  improved  that  it  became  the  better  car. 
She  wcnl  home  to  a  distant  city  and  returned  three  years 
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later  to  insist  upon  operation  upon  the  other  ear  for  the 
purpose  of  improving  its  hearing  power.  The  operation  on 
this  side  was  also  successful.  The  operation  may  be  a 
menace  to  hearing  in  sonic  cases,  hut  it  affords  a  means  of 
improving  the  hearing  in  other  cases.  Where  we  have  inter- 
ference with  the  upper  tones  of  the  scale  and  other  indica- 
tions of  beginning  labyrinthine  complication,  the  hearing 
will  be  made  worse  by  the  radical  operation,  but  where  the 
impairment  of  the  hearing  is  due  to  a  middle  ear  lesion 
only  in  a  small  proportion  of  eases  has  the  hearing  been  made 
worse  and  in  50  per  cent,  it  has  been  improved..  So  taking 
the-  statistics  of  a  large  number  of  cases,  nearly  300,  I  do 
not  think  the  operation  so  dangerous  to  the  hearing  as  we 
have  been  led  to  believe.  I  have  analyzed  these  eases  care- 
fully and  controlled  examinations  which  have  been  made  by 
others  and  we  have  not  found  that  the  radical  operation 
diminished  the  hearing,  except  in  a  small  number  of  cases.  No 
one  would  think  of  advising  the  operation  for  a  patient  who 
had  good  hearing  power  without  telling  that  patient  about 
the  risks  but,  as  a  rule,  we  are  considering  cases  in  which  the 
hearing  is  already  greatly  reduced. 

Xow  as  to  the  fact  that  symptoms  of  meningitis  indicate 
the  necessity  for  operation.  I  certainly  think  that  is  true 
hut  1  would  rather  operate  before  those  symptoms  appear 
because  in  my  experience  the  cases  that  show  evidence  of 
meningitis  do  not  get  well  under  the  operation  or  any  other 
form  of  treatment.  In  my  experience,  it  is  almost  impossible 
to  make  a  diagnosis  of  epidural  abscess  before  operation, 
as  the  symptoms  of  the  condition  are  so  obscure.  In  almost 
all  of  these  cases,  the  abscess  is  discovered  accidentally 
during  the  progress  of  a  radical  operation.  I  think,  in  the 
majority  of  cases,  a  certain  diagnosis  of  this  condition,  is 
absolutely  impossihle. 

Xow.  as  to  Dr.  McKernon's  suggestions,  I  can  recall  one 
case  seen  this  winter  where  this  treatment  had  been  carried 
out  and  yet.  when  put  upon  the  table,  although  there  had 
been  almost  no  discharge,  there  was  found  most  extensive 


SO-CALLED  RADICAL  OR  STACKE  OPERATION. 


479 


destruction  of  the  mastoid  bone  by  cholesteatoma.  Another 
case  is  that  of  ;i  young  woman  who  had  lliis  suppurative 
disease  for  three  years  and  upon  whom  I  had  tried  the 
conservative  treatment  myself.  She  improved  and  went 
abroad  but  had  to  return  home  on  account  of  a  fresh  out- 
break. I  still  followed  the  same  line  of  treatment  and  the 
discharge  stopped  several  times,  in  fact  only  recurred  when 
she  had  a  cold.  Finally  I  performed  the  radical  operation 
and  found  extensive  destruction  in  the  hone.  We  can  not 
tell  until  we  operate  what  ravages  the  suppurative  process 
has  caused. 

As  regards  children,  I  think  Dr.  McKernon  is  correct  as  to 
the  method  of  operation  and  that  plan  will  be  followed  in 
the  future,  but  the  operation  should  be  done  fairly  early  in 
the  history  of  the  suppuration  ;  not  to  let  them  go  six  or  eight 
weeks  but.  to  operate  and  drain  early,  to  stop  the  suppura- 
tion and  preserve  the  hearing.  1  do  not  agree  with  Dr. 
McKernon,  either,  as  to  the  effect  upon  hearing.  What  he 
says  about  the  hearing  being  better  immediately  after  the 
operation  but  subsequently  becoming  impaired  has  not  been 
borne  out  by  my  experience.  I  have  seen  some  of  these  cases 
from  one  to  four  years  later  and  have  been  surprised  to  find 
that  where  the  hearing  power  was  very  poor  immediately 
after  the  operation  it  had  become  better  through  exercise 
by  the  sound  waves  acting  upon  the  new  tissue. 

Injury  to  the  facial  nerve  must  he  taken  into  consideration 
hut  with  experience  this  injury  is  rare  and  permanent 
injury  I  do  not  remember  in  but  one  or  two  case's.  I  have 
had  more  paralyses  from  ossiculectomy  than  from  the  radical 
operation.  Temporary  paralysis  is  frequent  but  it  generally 
clears  up. 

About  primary  skin  grafting,  I  am  certain  that  in  my 
hands  it  shortens  the  operation.  I  operated  upon  a  physician 
three  weeks  ago,  putting  in  a  primary  graft,  and  the  ear  was 
perfectly  dry  at  the  end  of  two  weeks.  I  believe  that  the 
effect  upon  the  hearing  is  also  better.  Secondary  grafting 
has  not  been  as  successful  in  my  hands. 
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Dr.  Kipp : — Will  Dr.  Dench  explain  why  he  operates  up- 
on one  ear  only  when  both  arc  suppurating? 

Dr.  Dench: — If  I  should  injure  the  hearing  on  that  side  I 
should  not  have  interferred  with  his  ability  to  earn  a  living 
and  in  curing  the  suppuration  should  have  removed  50  per 
cent  of  his  trouble. 

Dr.  Johnson: — The  most  important  point  made  by  the 
essayists  is  the  value  of  prolonged  treatment  before  opera- 
tion. A  great  many  years  ago,  before  the  time  of  the  radical 
operation,  there  were  a  great  many  of  these  cases  which  alter 
periods  of  from  six  to  twelve  months  of  treatment  became 
good  ears  and  1  believe  the  time  has  come  when  the  con- 
sideration of  the  radical  operation  must  wait  until  symptoms 
appear  that  demand  this  procedure  or  until  such  time  as 
the  conservative  treatment  has  been  demonstrated  to  be  a 
failure  in  the  case.  As  to  the  hearing,  I  must  say  that  I 
have  not  found  improvement  in  the  hearing  after  the  opera- 
tion; most  of  these  operations  result  in  a  decrease  in  the 
ability  to  hear. 

Dr.  Bryant  : — In  neither  of  these  papers  has  there  been 
any  reference  to  the  possibility  of  destroying  the  suppura- 
tive process  without  injury  to  the  middle  ear.  Dr.  McKer- 
niiii  hinted  at  it  in  his  recommendation  for  operations  upon 
children.  I  believe  this  same  procedure  can  be  amplified  and 
applied  to  adults  with  success;  in  fact,  it  has  been  done. 
What  Dr.  McKernon  said  with  reference  to  getting  better 
results  without  skin  grafting  accords  with  my  experience. 
I  believe  I  have  obtained  as  good  results  as  could  be  had 
by  skin  grafting  in  cases  where  I  was  able  to  conserve  the 
epithelium  of  the  inner  end  of  the  canal  or  portions  of  the 
tympanic  membrane  and  the  healthy  portion  of  the  tymp- 
anic lining. 

As  to  the  use  of  serum,  T  have  employed  horse  serum  in 
some  cases  but  am  not  yet  able  to  say  what  the  results  will 
be. 


SO-CALLED  RADICAL  OK  STACK K  OPKR ATION. 


481 


As  to  Dr.  Kipp's  recommendation  not.  to  use  packing  in 
.'lie  radical  cases,  I  think  niy  best  results,  especially  as  re- 
gards hearing,  have  been  in  the  cases  where  the  least  pack- 
ing was  used.  Dr.  Dench  says  he  usually  gets  improvement 
in  hearing.  My  experience  has  been  that  the  hearing  is 
almost  always  improved,  almost  never  made  worse. 

Dr.  Randall: — The  discussion  is  going  so  distinctly  one 
way  that  I  hesitate  to  add  a  word.  1  have  often  wished,  in 
the  interest  of  my  bank-book,  that  1  could  in  my  private 
practice  commend  the  radical  operation  more  widely  than 
I  have  been  able  to  do;  but  1  have  found  that  these  cases 
were  generally  innocuous  under  mild  measures,  if  they  did 
not  go  to  healing,  and  the  results  as  to  hearing  have  been 
more  satisfactory  from  the  non-operative  procedures.  As  to 
ossiculectomy.  I  must  still  say  that  I  have  yet  to  see  one  single 
successful  case  from  that  operation.  That  may  argue  very 
clumsy  work  on  my  part.  I  have  gotten  some  primary  re- 
sults that  were  apparently  successes;  but  they  promptly  re- 
lapsed and  were  just  as  bad  later  as  before.  As  to  the 
dangers  in  these  cases  it  is  difficult  to  estimate  them,  so  it  is 
well  to  be  on  the  safe  side;  and  where  the  life  is  not  an 
extremely  important  one  and  the  health  of  the  patient  for 
immediate  needs  is  very  important,  as  is  often  the  case  in 
our  Hospital  work,  it  seems  to  me  that  we  may  be  more 
radical.  I  have  seen  a  number  of  cases  where  the  dura  was 
spontaneously  widely  exposed  and  covered  with  granula- 
tions, where  I  hesitated  a  great  deal  as  to  what  to  do  with 
these  granulations;  but  in  the  absence  of  dangerous  symp- 
toms it  seemed  to  me  fair  to  treat  them  in  a  conservative 
fashion.  Some  of  them  have  been  for  ten  or  fifteen  years 
under  observation,  and  they  have  made  good  and  lasting 
healing. 

In  reference  to  what  Dr.  Blake  said.  I  hope  that  the  treat- 
ment, not  only  with  serums  as  such  but  with  the  opsonins, 
will  give  us  good  results.  As  yet  I  have  nothing  to  report, 
though  I  have  tried  some  of  the  latter. 
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Dr.  Jack: — I  have  tried  to  imagine  myself  in  the  position 
of  a  beginner  in  this  line  of  work  and  to  consider  what 
impression  he  would  carry  away  from  this  meeting.  On 
the  one  hand  we  have  been  told  that  in  the  radical  operation 
it  is  not  necessary  to  pack  or  to  even  graft  the  wound  and 
on  the  other  that  primary  skin  graft  is  the  hest  and  most 
satisfactory  form  of  treatment,  and  by  good  authorities. 
Dr.  Randall  has  said  that  lie  has  seen  no  benefit  from  ossi- 
culectomy, a  statement  which  surprised  me  very  much  for 
I  have  certainly  seen  a  great  many  cases  which  were  cured 
after  ossiculectomy,  although  the  suppurative  condition  had 
existed  for  many  years.  Once  in  a  while,  perhaps,  for  the 
fact  that  the  Eustachian  tube  has  not  closed,  cases  of 
re-infection  after  severe  grippe  colds  have  occurred,  hut  the 
otitis  has  always  subsided  with  the  disappearance  of  the 
throat  and  nose  affection.  1  know  of  many  cases  in  which 
th<  operation  of  ossiculectomy  was  performed  as  long  as  ten 
or  twelve  years  ago  thai  have  not  had  the  slightest  trouble 
with  discharge  from  the  ear  since. 

Dr.  Omening: — I  agree  with  Dr.  Jack  that  a  man  who 
knew  nothing  about  this  subject,  coming  in  here  now,  would 
consider  that  we  were  destroying  what  was  supposed  to  be 
known  about  the  subject  and  adding  nothing  new.  It  is 
too  early  to  apply  the  opsonic  treatment  to  suppuration  of 
the  ear. 

Dr.  Crockett: — In  closing  the  discussion  I  shall  try  to 
/over  a  number  of  points  as  briefly  as  possible.  As  to  the 
question  of  meningeal  symptoms  I  did  not  for  a  moment 
mean  to  say  that  I  would  let  every  ease  go  until  such  symp- 
toms developed  before  operating,  but  that  if  I  saw  a  case  for 
the  first  time  with  such  symptoms  1  would  operate  radically 
at  once.  As  to  the  question  of  labyrinthine  symptoms  in 
chronic  suppurative  cases,  I  think  I  shall  stick  to  my  origi- 
nal position.  I  think  we  often  see  patients  with  vertigo, 
nausea  anil  vomiting,  produced  by  pressure,  without  dis- 
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turbances  in  the  labyrinth.  Yon  can  not  always  tell  the 
class  with  fistulous  openings  of  course  but  the  most  valuable 
lest  I  would  apply  in  a  case  presenting  itself  with  chronic 
suppuration  and  vertigo  would  be  as  to  the  hearing.  If  I 
Pound  evidence  of  diminished  bone  conduction  1  would  op- 
erate if  it  appeared  that  this  might  be  due  to  the  extension 
of  the  suppuration  from  the  middle  ear;  if  the  bone  con- 
duction was  not  materially  reduced  I  should  try  middle  ear 
treatment.  At  times  it  becomes  important  to  know  whether 
the  symptoms  are  those  of  beginning  cerebral  disturbance 
or  those  of  a  simple  neurosis  and  also  whether  an  operation 
is  going  to  upset  the  patient's  nerves  temporarily  or  per- 
manently. I  remember  a  case  of  a  hearty  neurotic  woman 
with  suppurative  middle  ear  disease  which  had  existed  for 
forty  years,  with  very  little  discharge  but  repeated  attacks 
of  vertigo,  nausea  and  vomiting  for  many  years.  She  came 
to  me  for  one  of  those  attacks  and  finding  cholesteatoma 
in  the  attic  I  advised  operation  but  because  of  my  hesitat- 
ing manner  she  did  not  accept  the  advice. 

As  to  the  question  of  ossicnlectomy  I  shall  be  nearly  as 
extreme  as  Dr.  Randall.  I  think  you  do  see  cases  in  which 
the  discharge  is  stopped  by  that  operation  but  in  those 
cases  I  think  that  perhaps  the  middle  ear  treatment  without 
ossiculectomy  would  have  produced  the  cure. 

I  regard  the  great  danger  of  the  radical  operation,  as 
facial  paralysis.  I  have  not  had  a  permanent  one  but  I 
have  seen  both  in  my  own  experience  and  in  observing  the 
work  of  others  a  great  many  cases  of  paralysis  following 
injury  to  the  nerve  over  the  oval  window.  Ossiculectomy 
is  not  a  trivial  operation  for  the  risk  of  facial  injury  is  a 
great  one  and  if  you  cause  an  injury  there  it  is  likely  to 
be  permanent  because  the  cavity  is  not  aseptic  whereas  if 
injury  occurs  in  the  radical  operation  the  clean  cavity  and 
non-inflammatory  process  allows  a  better  chance  for  regen- 
eration of  t  he  facial  nerve. 

As  to  the  question  of  treatment  one  can  only  speak  for 
himself.    I  have  always  tried  to  do  a  very  thorough  opera- 
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tion,  exposing  the  dura  w  henever  it  is  necessary,  curetting 
out  the  Eustachian  tube  to  shut  off  the  throat  and  then 
grafting,  sometimes  primary  and  more  frequently  secondary 
grafts  on  about  the  5th  to  LOth  day.  After  the  first  dressing 
the  canal  is  simply  kepi  clean  and  dry  with  powder,  and 
healing  usually  takes  place  in  .from  three  to  tour  weeks 
1  hough  I  have  sometimes  had  rases  that  ran  for  months. 
The  only  eases  I  have  seen  where  the  wound  was  nol  packed 
have  been  those  in  which  dressing  was  made  by  a  different 
man  from  that  who  operated  and  those  cases  have  resulted 
extremely  badly.  That  is  a  different  matter  from  a  man 
doing  the  operation  and  following  his  own  cases. 

It  has  not  been  my  experience  that  there  is  any  tangible 
improvement  in  the  hearing  after  the  radical  operation; 
most  of  them  have  less  tinnitus. 

Dr.  McKernon: — I  spoke  of  one  point  that  Dr.  Blake 
mentioned,  that  is,  the  patient's  general  condition  prior  to 
operation,  and  during  the  conservative  treatment  of  the 
middle  ear.  1  think  the  general  condition  should  he  looked 
after  quite  as  carefully  as  the  local. 

Dr.  Dench  spoke  of  his  cases  where  the  hearing  had  been 
as  good  or  better  than  before  the  operation.  I  should  like 
to  ask  if  they  have  been  examined  and  tested  from  four 
to  six  years  after  the  operation 

Dr.  Dench :— Yes. 

Dr.  McKernon: — My  observation  is  that  where  the  hear- 
ing is  better  immediately  after  the  operation  and  perhaps 
holds  for  a  considerable  period  of  time,  it  is  in  cases  that 
were  not  proper  subjects  for  the  radical  operation.  These 
cases  would  usually  have  recovered  with  a  minimum  of 
conservative  treatment  to  the  middle  ear.  He  spoke  of  two 
cases  in  particular.  While  we  all  see  those  cases,  I  do  not 
think  we  can  take  the  exceptions  for  the  rule. 

As  regards  primary  or  secondary  skin  grafts,  I  spoke 
entirely  from  personal  experience,  and  that  has  not  been 
satisfactory,  although  1  have  tried  the  method  honestly 
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jiikI  conscientiously.  Where  I  can  remove  every  vestige  of 
(lead  bone  and  get  complete  healing  in  from  four  to  six 
weeks.  I  do  not  see  any  object  or  particular  gain  in  using 
the  graft. 

Dr.  Bryant  and  others  spoke  of  packing  the  wound.  I 
have  them  packed  for  from  four  to  six  days  and  then  simply 
have  them  wiped  dry  and  have  the  canal  powdered  by  some 
member  of  the  family,  and  they  invariably  do  wrell  when  all 
the  necrotic  process  has  been  removed. 

As  regards  ossiculectomy.  I  said  the  cases  in  which  this 
operation  was  performed  were  becoming  fewer,  and  I  must 
differ  from  Dr.  Dench  and  Dr.  Randall  who  spoke  againsl 
it.  I  have  seen  some  of  Dr.  Jack's  cases  that  were  operated 
upon  14  years  ago.  and  they  are  dry  today.  I  think  the 
mistake  has  sometimes  been  made  of  doing  an  ossiculectomy 
when  we  should  have  done  a  radical.  Certainly  at  the 
present  time  no  one  would  do  an  ossiculectomy  upon  a 
patient  presenting  himself  with  the  symptoms  and  physical 
signs  of  mastoid  involvment,  but  where  the  disease  is  not  so 
extensive,  we  hope  for  repair  and  resolution  following  the 
more  conservative  operation  upon  the  middle  ear.  No  harm 
is  done  by  it  and  it  often  succeeds.  I  have  seen  but  one 
case  of  injury  to  the  facial  nerve  and  that  was  temporary. 
I  have  cases  where  the  ossiculectomy  was  done  to  promote 
drainage  and  remove  granulations,  and  those  ears  have  been 
absolutely  dry  for  ten  years,  and  the  power  of  hearing  has 
been  saved  for  all  that  time. 

Dr.  Jack : — I  want  to  say  one  word  more  because  I  do  not 
like  to  let  the  statement  made  by  Dr.  Crockett,  that  he  has 
seen  so  many  cases  of  facial  paralysis  follow  ossiculectomy, 
go  unchallenged.  Is  he  sure  they  did  not  follow  the  radical 
operation  .' 

Dr.  Crockett: — I  have  had  two  myself  and  have  seen  eight 
or  ten  in  the  practice  of  other  men. 

Dr.  -lack: — Personally.  I  have  never  had  such  an  accident 
and  I  have  done  over  a  hundred  of  the  operations. 
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The  study  of  eases  of  intracranial  suppuration  secondary 
to  otitis  media  is  always  interesting.  It  has  been  my  pleasure 
to  briii";  before  the  Society  at  various  times,  eases  of  this 
character.  In  presenting  the  two  cases  at  this  meeting,  I 
have  taken  the  liberty  of  appending  an  analysis  of  102 
cases  of  cerebellar  and  100  cases  of  cerebral  abscess,  with 
special  reference  to  the  symptomatology,  route  of  infection, 
the  presence  or  absence  of  optic  neuritis,  and  the  value  of 
various  methods  of  operative  procedure. 

Unfortunately,  the  two  cases  of  my  own  which  I  have  to 
report,  both  terminated  fatally.  One  was  a  case  of  cerebellar 
abscess,  and  the  other  one  of  abscess  in  the  inferior  frontal 
convolution. 

The  case  of  cerebellar  abscess  occurred  in  a  young  boy, 
13  years  of  age,  who  entered  the  hospital  suffering  from 
what  seemed  to  be  an  acute  exacerbation  of  a  chronic  sup- 
puration, involving  the  right  ear.  The  patient  had  severe 
pain,  some  oedema  over  the  mastoid,  extending  down  in 
to  the  neck,  and  a  discharge  from  the  ear.  There  was 
also  some  headache.  A  radical  operation  was  done  upon 
the  right  ear,  and  an  epidural  abscess  over  the  sinus  found. 
No  grafting  was  employed.  The  patient  did  well  for  two 
days,  when  he  was  found  to  have  a  polymorphonuclear  count 
of  over  84  per  cent,  and  a  leucocytosis  of  33,600.  There 
was  also  some  elevation  of  temperature,  and  on  dressing 
the  wound  a  suppurating  sinus  was  found  extending  down 
the  neck.  This  was  drained  by  a  counter-opening,  and  the 
patient  seemed  to  progress  satisfactorily  for  a  day  or  two, 


OTITIC  BRAIN  ABSCESS. 


487 


when  his  temperature  again  rose  to  about  104  degrees, 
he  became  lethargic  and  stupid,  and  complained  of 
headache.  An  examination  showed  no  muscular  paralysis, 
optic  disc  normal.  Owing  to  the  fact  that  there  was  no 
evidence  of  suppuration  within  the*  cerebrum,  and  because 
there  had  been  an  epidural  abscess  about  the  sinus  at  the 
time  of  the  primary  operation,  it  seemed  to  me  that  the 
most  probable  site  of  suppuration  was  an  abscess  of  the 
cerebellum.  The  patient  was  again  placed  upon  the  opera- 
ting table,  and  an  incision  made  in  the  cerebellar  dura  in 
front  of  the  lateral  sinus.  Considerable  turbid  serum  was 
evacuated,  and  a  probe  could  be  passed  into  an  abscess  cav- 
ity in  the  cerebellum.  The  cerebellum  was  then  explored 
behind  the  sinus,  the  dura  incised,  and  a  director  insert- 
ed into  the  posterior  opening  could  be  made  to  touch  a 
probe  passed  into  the  opening  in  front  of  the  sinus.  Gauze 
packing  was  introduced  into  both  openings,  and  the  patient 
returned  to  bed.  He  died  within  twenty-four  hours  after 
the  operation. 

In  this  case,  there  had  been  absolutely  no  evidence  of 
intracranial  suppuration  until  the  patient's  temperature  rose 
suddenly,  and  he  became  dull  and  stupid.  Without  question, 
the  cerebellar  abscess  had  existed  for  bJme  time,  and  had 
symptoms  been  present  at  the  time  of  the  radical  operation, 
undoubtedly,  he  might  have  been  relieved  by  operation. 

As  avc  can  only  iearn  the  symptomatology  of  a  given 
disease,  from  a  study  of  the  histories  of  a  large  number  of 
cases.  I  thought  that  it  might  not  be  out  of  place  to  analyze 
102  cases  of  cerebellar  abscess,  with  special  reference  to  the 
symptomatology. 

These  cases  have  been  collected  for  me  by  my  assistant. 
Dr.  Charles  E.  Perkins,  to  whom  I  wish  to  express  my  sincere 
thanks. 

In  a  study  of  these  cases,  the  first  point  to  be  noticed,  is 
the  method  of  infection  :  The  route  of  infection  was  through 
the  petrous  portion  of  the  temporal  bone  in  30  cases,  through 
the  lateral  sinus  in  30,  in  4  the  infection  seemed  to  travel 
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through  the  mastoid,  in  3  the  cerebellar  abscess  was  second- 
ary to  a  cerebral  abscess,  while  in  the  remaining  cases, 
the  route  of  infection  could  not  lie  made  out.  It  would 
seem,  therefore,  from  these  statistics,  that  cerebellar  abscess 
occurs  with  aboul  equal  frequency  as  the  result  of  infection 
of  the  lateral  sinus  and  of  infection  of  the  petrous  portion 
of  the  temporal  bone,  that  is.  through  the  internal  auditory 
meatus  or  through  the  aquaeductus  cochleae  and  aquaeduc- 
lus  vestibuli.  The  cases  secondary  to  an  abscess  of  the  cere- 
brum are  naturally  exceedingly  rare. 

When  we  come  to  the  consideration  of  the  general  symp- 
toms it  is  interesting  to  note  that  the  most  prominent  and 
constant  symptom,  is  headache.  This  occured  in  71  of  the 
cases,  and  was  seldom  localized;  it  was  simply  complained 
of  as  a  general  headache,  and  was  not  referred  to  any  par- 
ticular region  of  the  skull. 

Another  prominent  symptom  of  cerebellar  abscess  was 
vomiting,  which  occured  in  54  cases,  in  which  a  record  is 
made  of  the  presence  or  absence  of  this  symptom.  In  one 
case,  the  notes  state  that  there  was  "no  vomiting."  In  one 
of  the  cases  which  came  under  my  own  observation,  vomit- 
ing was  present,  although  this  symptom  was  not  very  severe, 
and  occured  rather  early;  in  three  other  cases  it  was  not 
noted. 

Vertigo  was  present  in  30  of  the  102  cases.  In  5  of  these, 
the  patient  had  a  tendency  to  fall  to  the  side  opposite  the 
lesion.  This  was  present  in  the  case  which  I  reported  last 
year.  In  the  case  which  I  have  just  reported,  the  patient 
could  not  walk  at  the  time  the  cerebellar  symptoms  first 
appeared,  ami  consequently,  the  character  of  the  vertigo  is 
not  noted. 

Nystagmus  is  noted  in  17  of  the  cases.  This  symptom 
would,  therefore,  seem  to  be  rather  of  an  uncommon  compli- 
cation of  cerebellar  abscess. 

The  pulse  was  slow  in  40  of  the  cases,  where  any  record 
of  the  pulse  is  given.  The  slow  pulse  would  naturally  be 
an  indication  of  an  intracranial  complication,  and  the  pul«e- 
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rate  could  not  be  taken  as  a  differential  sign  in  locating'  the 
abscess,  either  in  the  cerebellum  or  the  cerebrum.  In  26  of 
the  cerebellar  cases  the  temperature  was  subnormal,  while 
in  5  the  temperature  was  high. 

Retraction  of  the  muscles  of  the  neck  was  noted  in  12 
cases. 

Stupor -occurred  in  44  of  the  eases.  This  stupor  varied 
from  a  mental  lethargy,  to  a  state  of  hebetude,  and  in 
marked  cases,  to  coma.  This  symptom  is  ordinarily  present, 
to  some  degree,  in  all  cases  of  intracranial  suppuration,  the 
degree  of  the  stupor  usually  depending  upon  the  degree  of 
intracranial  pressure. 

The  condition  of  the  muscular  reflexes  is  noted  in  10  cases 
only.  In  6  the  knee-jerk  was  increased  on  the  affected  side, 
and  in  one  there  was  slight  increase  on  the  opposite  side. 
In  :5  cases  the  knee-jerk  was  absent.  In  the  other  cases,  the 
condition  of  this  reflex  is  not  noted. 

Regarding  the  condition  of  the  pupils,  in  9  cases  the  pupils 
were  noted  as  "unequal."  In  5  the  pupil  on  the  affected 
side  was  dilated,  and  in  but  one  case  was  the  opposite  pupil 
dilated. 

Strabismus  is  noted  in  !)  cases.  In  one  case  the  eyes  were 
turned  to  the  opposite  side,  in  7  the  character  of  the  strabis- 
mus is  not  noted,  and  in  1  case,  it  is  marked  as  "internal" 
strabismus.  As  the  sixth  nerve  is  the  nerve  usually  affected 
in  these  cases,  strabismus,  when  it  is  present,  is  usually 
internal. 

Respiratory  symptoms  were  noted  in  9  cases.  In  res- 
piration is  noted  as  "Cheyne-Stokes, "  while  in  6  respira- 
tion ceased  at  the  time  of  operation,  and  it  was  necessary 
to  complete  the  operation  under  artificial  respiration. 

Regarding  the  condition  of  the  fundus  oculi,  out  of  the 
series  of  102  cases,  optic  neuritis  was  present  in  :i4  cases, 
absent  in  :57  cases,  and  in  .'51  eases  the  condition  of  the 
optic  papillae  is  not  stated. 

This  analysis  of  these  symptoms,  while  perhaps  not  of 
greal  value,  will.  I  think,  serve  to  establish  more  clearly 
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iti  our  ininds  the  cha racteristics  of  cerebellar  abscess. 

Regarding  the  mortality  of  cerebellar  abscess,  out  of  the 
102  cases  collated,  death  occured  in  (i!)  eases,  while  33  cases 
recovered. 

The  method  of  operation  practised  in  these  cases,  was 
as  follows:  Out  of  the  102  cases  collated,  in  4.")  the  abscess 
was  opened  behind  the  lateral  sinus,  and  of  these,  25  were 
cured  and  20  died.  In  11  cases  the  abscess  was  opened  n: 
front  of  the  Lateral  sinus,  and  of  this  number  of  cases.  4 
were  cured  and  7  died.  In  4(i  cases,  the  method  of  opera- 
tion was  not  stated,  and  of  these.  4  were  cured  and  42  died. 

The  method  of  operation  in  any  of  these  cases,  must 
depend  upon  the  probable  route  of  infection.  I  say  "prob- 
able." because  in  many  cases,  the  avenue  of  infection  can 
only  be  surmised.  I  think  we  can  lay  it  down,  as  a  fairly 
good  rule,  however,  that,  unless  at  the  time  of  operation  the- 
surgeon  can  trace  the  route  of  infection  from  the  lateral 
sinus,  an  exploratory  opening  in  the  cerebellum  should  be 
made,  anterior  to  the  sinus,  in  view  of  the  fact  that  if 
evidences  of  infection  by  way  of  the  sinus  are  absent,  the 
most  probable  channel  of  infection  has  been  either  through 
the  internal  auditory  meat  us  or  through  either  the  aquae- 
ductus  vestiblui  or  the  aquaeductus  cochleae.  In  either  of 
these  latter  events,  the  abscess  could  be  more  easily  evacu- 
ated by  incising  the  cerebellar  dura  in  front  of  the  lateral 
sinus.  In  some  cases,  the  lateral  sinus  is  located  sufficiently 
far  backward  to  permit  of  a  free  incision  in  the  cerebellar 
dura  in  front  of  it.  In  other  cases,  where  the  sinus  lies 
far  forward,  it  is  almost  impossible  to  make  an  incision  of 
any  length,  through  the  cerebellar  dura,  in  front  of  tlvs 
vessel,  and  the  posterior  route  must  be  chosen.  In  a  number 
of  cases,  as  in  the  case  reported  by  the  author,  it  may  seem 
wise,  after  evacuating  the  abscess  by  the  anterior  route, 
to  make  a  counter-opening  through  healthy  cerebellum,  be- 
hind the  sinus,  in  order  to  secure  perfect  drainage. 

I  also  beg  to  report  a  case  of  cerebral  abscess,  which 
occurred  in  my  practice  two  years  ago.    The  patient  was 
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a  woman,  aged  47,  who  gave  a  history  of  an  acute  inflamma- 
tion of  the  Left  ear,  ten  years  previous.  There  had  been 
no  aural  symptoms  during  this  interval,  until  about  two 
weeks  before  I  saw  her,  when  she  had  an  attack  of  the 
grip,  accompanied  by  pain  in  the  left  ear.  The  left  ear 
had  been  discharging  about  ten  days  prior  to  the  time  that 
I  was  called  to  see  her.  Upon  my  examination,  the  left 
drum  membrane  was  found  to  be  bulging  and  red.  There 
was  a  small  perforation  in  the  upper  portion  of  the  drum 
membrane,  affording  insufficient  drainage.  There  was  no 
evidence  of  any  previous  middle  ear  suppuration,  as  far  as 
I  could  determine  from  my  examination  of  the  ear.  At 
the  time  of  my  first  examination,  the  left  mastoid  was  ex- 
cessively tender.  A  free  myringotomy  was  performed.  A 
smear  of  the  discharge  showed  the  Friedlander  bacillus.  As 
the  mastoid  tenderness  did  not  disappear,  in  spite  of  incis- 
ion of  the  drum  membrane,  a  complete  mastoid  operation 
was  done,  forty-eight  hours  after  I  first  saw  the  patient, 
when  the  mastoid  cells  were  found  to  be  extensively  in- 
volved, and  the  lateral  sinus  covered  with  granulation  tissue. 
The  sinus  wall  was  extremely  thin,  and  just  below  where 
it  was  covered  with  granulations,  the  sinus  was  accidentally 
wounded  in  removing  the  overlying  bone.  The  hemorrhage 
was  easily  controlled,  and  the  mastoid  wound  dressed  in 
the  ordinary  manner.  This  patient  did  perfectly  well  for 
six  weeks,  at  which  time  the  mastoid  had  almost  entirely 
healed.  During  this  period,  the  temperature  had  been 
practically  normal,  and,  aside  from  the  fact  that  she  did  not 
gain  flesh  after  the  operation,  there  were  absolutely  no  un- 
usual symptoms  marking  her  convalescence.  One  month 
after  the  operation,  following  a  dressing,  the  temperature 
rose  to  100  degrees.  The  following  day  she  suddenly  be- 
came aphasic,  and  the  temperature  rose  to  102^.  The 
patient  was  seen  by  several  eminent  physicians,  one  a  promi- 
nent neurologist,  and  all  agreed  that  the  symptoms  were 
due  to  a  thrombosis  of  a  branch  of  the  middle  cerebral 
artery,  supplying  Broca's  convolution  and  the  island  of  Rett. 
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Ophthalmoscopic  examination  was  negative.  An  examina- 
tion of  the  blood  showed  84  per  cent,  of  polymorphonuclear 
cells,  with  a  leucocytosis  of  11.400.  The  temperature  ranged 
between  normal  and  10*2  decrees  for  one  week,  then  dropped 
to  100  decrees,  and  alt  hough  the  aphasia  did  not  im- 
prove, the  general  condition  of  the  patient  seemed  to  be 
better.  Owing  to  the  high  polymorphonuclear  count,  I  was 
inclined  to  believe  that  the  patient  was  suffering  from 
cerebral  abscess,  and  a  prominent  surgeon  was  called  in 
consultation.  He  rather  shared  my  opinion,  but  did  not 
consider  the  symptoms  positive  enough  to  warrant  explora- 
tory operation.  Blood  counts,  at  frequent  intervals,  showed  a 
leucocytosis  varying  from  11.000  to  17.000  and  a  polymor- 
phonuclear count  ranging  from  7!)  per  cent,  to  85  per  cent. 
After  several  consultations,  it  was  decided  not  to  operate, 
and  consequently,  no  operation  was  performed  until  the  day 
before  death.  Two  days  before  her  death,  the  patient  had 
a  severe  chill,  complained  of  headache,  and  the  temperature 
rose  to  101°,  but  fell  the  next  morning  to  normal.  The 
day  before  operation,  the  temperature  was  normal,  but  the 
patient  complained  of  considerable  headache.  She,  however, 
was  perfectly  rational.  On  the  evening  of  this  day,  the 
temperature  began  to  rise,  the  patient  complained  of  severe 
headache,  and  on  the  morning  before  death,  she  had  a  tem- 
perature of  104°  .  I  operated  immediately,  and  found  an 
abscess  in  the  inferior  frontal  convolution  and  the  island 
of  Reil.  Symptoms  of  meningitis  were  present  when  the 
patient  was  put  upon  the  table,  and  1  regarded  the  condition 
as  absolutely  hopeless  when  the  operation  was  performed. 
An  examination  of  the  abscess  cavity,  showed  this  to  be 
very  large,  and  involving  the  frontal  lobe.  The  abscess  was 
so  large  that  it  could  not  possibly  have  developed  during 
the  time  that  the  patient  was  under  my  care.  I  am,  there- 
fore, inclined  to  believe  that  she  was  suffering  from  a 
latent  brain  abscess,  which  became  re-infected  at  the  time 
of  her  acute  otitis.  Had  the  operation  been  performed 
earlier,  in  this  case,  I  think  the  chances  for  recovery  might 
have  been  good. 
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The  symptomatology  of  cerebral  abscess  is  far  from  clear, 
and  through  the  efforts  of  my  assistant.  Dr.  Chas.  E.  Perkins, 
I  have  been  able  to  analyze  100  cases  of  cerebral  abscess, 
with  special  reference  to  symptomatology.  Some  of  my  own 
cases  are  included  in  this  list,  but  the  report  embodies 
chiefly  the  work  of  other  observers,  as  most  of  my  own 
eases  have  been  reported  from  time  to  time,  and  have  been 
intentionally  omitted  from  this  list. 

Out  of  these  cases,  the  suppuration  was  on  the  right  side 
in  -il  cases,  on  the  left  side  in  42 ;  both  ears  were  involved 
in  1  ease,  and  in  the  other  cases,  the  side  is  not  reported. 
Twenty  followed  an  acute  middle  ear  suppuration,  and  77 
followed  a  chronic  middle  suppuration.  In  the  remaining 
three  cases,  the  duration  of  the  suppuration  is  not  reported. 

Regarding  the  symptoms,  77  complained  of  headache,  and 
in  44  vomiting  was  a  prominent  symptom. 

The  pulse  was  slow  in  37  cases,  and  rapid  in  one. 

Vertigo  was  present  in  32  cases,  a  rather  unusual  symp- 
tom for  a  cerebral  abscess. 

The  mode  of  infection,  in  these  cases,  was  as  follows : 
Through  the  tegmen  tympani  in  40;  secondary  to  epidural 
abscess  in  6;  secondary  to  sinus  thrombosis  in  6;  through 
the  mastoid  antrum  in  6;  secondary  to  infection  through  the 
squama  in  2 ;  while  in  9  no  bone  defect  was  found.  One 
case  was  secondary  to  a  cerebeller  abscess  (ease  48). 

The  temperature  was  high  in  7  cases,  and  either  normal  or 
sub-normal  in  20. 

Coma  and  stupor  were  noted  in  31  cases. 

Mental  dulness  was  noted  in  20  cases,  and  aphasia  in  10 
cases.  Optic  neuritis  was  present  in  32  eases,  absent  in  20 
eases  and  in  the  remainder  the  condition  of  the  optic  disc 
is  not  mentioned. 

Nystagmus  was  present  in  4  cases. 

Pupillary  symptoms  were  present  in  4  cases. 

General  convulsions  were  present  in  5  cases. 

Paralytic  or  paretic  symptoms  were  present  in  17  cases. 
In  If)  cases  the  motor  disturbance  was  on  the  side  opposite 
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the  brain  abscess;  in  2  it  was  on  tbe  same  side  as  the 
abscess.  The  degree  of  motor  disturbance  varied,  from 
slight  impairment  of  motion  to  hemiplegia.  I  have  seen 
hemiplegia  occur  in  one  or  two  of  my  own  cases,  and  it  has 
also  been  noted  in  the  reports  of  one  or  two  other  cases,  em- 
bodied in  this  article.  In  my  own  case,  and  in  one  of  the 
other  reported,  the  hemiplegia  only  came  on  after  opera- 
tive interference.  Therefore,  it  might  quite  as  well  have 
been  due  to  a  traumatism  inflicted  at  the  time  of  the  opera- 
tion as  to  the  original  abscess.  In  one  case,  however,  namely, 
that  reported  by  Hansberg,  (Zeitschrift  fur  Ohrenheilkunde, 
1903,  p.  354)  there  was  complete  hemiplegia  of  the  opposite 
side. 

The  reflexes  were  abolished  in  one  case  and  exaggerated 
in  7. 

The  results  of  operation  show  52  cures  and  48  deaths. 

It  is  interesting  to  note  the  method  of  operation  in  these 
cases.  In  41  cases  the  abscess  was  opened  through  the 
tegmen,  and  of  these,  27  were  cured  and  14  died.  37  cases 
were  opened  through  the  squama,  and  of  these,  18  were 
cured  and  19  died.  In  22  cases  the  method  of  operation  is 
not  mentioned,  and  of  tins.'.  7  were  cured  and  15  died. 

These  reports  are  fairly  accurate,  although,  in  some  eases, 
where  the  operator  opened  first  through  the  tegmen  and  then 
later,  extended  the  operative  opening  to  the  squama,  the 
case  has  been  reported  sometimes  as  "squama"  and  some- 
times as  cases  opened  through  the  "tegmen." 

It  would  seem  from  this  series  of  cases,  that  the  best 
results  are  obtained  where  the  abscess  can  be  drained 
through  the  tegmen.  This  undoubtedly  depends  upon  the 
fact  that  where  the  abscess  has  been  drained  through  the 
tegmen  tympani,  the  operator  has  been  able  to  open  the 
abscess  along  the  avenue  of  infection.  Where  this  can  be 
done,  as  has  been  pointed  out  by  Maeewen  and  Ballance, 
there  is  very  little  danger  of  a  secondary  meningitis,  and 
very  little  danger  of  hernia  cerebri  because,  as  the  result 
of  the  infectious  process,  the  meninges  become  soldered 
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together  and  the  subdural  space  obliterated  over  a  given 
area.  If  the  incision  through  the  dura  and  into  the  brain 
substance  is  made  through  the  membranes  which  have  thus 
become  amalgamated,  there  is  very  little  chance  of  secondary 
meningitis  following.  If,  however,  the  abscess  is  opened 
through  the  healthy  dura,  there  is  great  danger  of  a  second- 
ary meningitis,  which,  in  the  majority  of  cases,  proves 
fatal.  In  3  of  my  own  cases,  not  included  in  this  series 
and  which  recovered  as  the  result  of  operation,  in  one  case 
only  was  the  abscess  drained  primarily  through  the  squama. 
In  2  other  successful  cases,  the  combined  method  was  used, 
that  is,  the  tegmen  tympani  was  removed,  and  the  open- 
ing enlarged  upward  and  outward  into  the  squama,  thus 
securing  more  room.  In  one  of  these  cases  drainage  was 
made  directly  along  the  path  of  infection,  and  recovery 
followed.  This  patient  was  seen  several  years  later, 
and  was  perfectly  well.  In  a  second  ease,  operated 
upon  by  one  of  my  assistants  during  my  absence,  the  same 
plan  was  followed,  and  although  the  dura  did  not  seem  to 
be  diseased,  the  rapidity  with  which  the  patient  recovered, 
would  seem  to  indicate  that  the  sub-dural  space  must  have 
been  obliterated  as  the  result  of  a  previous  inflammatory 
process.  In  one  case  operated  upon  by  myself,  and  which 
made  a  perfect  recovery,  drainage  was  instituted  through 
the  squama,  and  in  this  instance,  the  dura  appeared  per- 
fectly healthy.  There  was  quite  a  large  hernia  cerebri  in 
this  ease,  but  it  was  finally  overcome,  and  the  patient  made 
a  complete  recovery. 

These  statistics  would  go  to  show,  therefore,  that  in  cases 
of  brain  abscess,  the  operator  should  first  search  carefully 
for  the  path  of  infection  through  the  tegmen  tympani  and 
tegmen  antri,  and  if  such  a  path  is  found,  the  diseased  bone 
should  be  removed.  If  more  space  is  needed,  the  opening 
may  be  enlarged  upward  and  outward  through  the  squam- 
ous plate  of  the  temporal  bone.  In  incising  the  dura,  this 
incision  should  be  made  through  the  diseased  dura,  if  pos- 
sible, as  here  the  membranes  will  have  become  amalgamated. 
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In  the  absence  of  any  evidence  of  caries  or  necrosis  of  the 
tegmen  tympani  or  tegmen  antri,  the  bone  should  first  be 
removed  here  and  the  dura  exposed,  as  we  may  find  diseased 
dura  underlying  apparently  healthy  bone.  Also,  our  statis- 
tics show  that,  in  the  majority  of  cases  of  temporb-sphenoidal 
abscess,  of  otitic  origin,  the  infection  takes  place  in  one  or 
the  other  of  these  regions.  The  exploration  should  there- 
fore begin  here  in  every  case.  Such  an  exploratory  opening  if 
more  room  is  needed  may  be  enlarged  upward  and  outward 
through  the  squamous  plate  of  the  temporal. 

I'nless  the  symptoms  are  very  urgent,  I  should  be  in- 
clined, in  future  cases,  where  the  dura  appears  perfectly 
healthy,  to  adopt  the  suggestion  of  Mr.  Ballance,  and  after 
exposing  the  dura  over  a  proper  area,  to  incise  this  and 
pack  the  margins  of  the  wound  firmly  with  iodoform  gauze, 
defering  an  exploratory  incision  of  the  brain  substance  for 
from  twelve  to  twenty-four  hours.  This  procedure  would 
serve  to  relieve  the  tension,  while,  at  the  same  time,  it  would 
cause  an  amalgamation  of  the  various  layers  of  the  mem- 
branes of  the  brain,  thus  obliterating  the  subdural  space. 
Such  a  soldering  together  of  the  membranes  would  occur 
in  the  course  of  twelve  to  twenty-four  hours.  The  brain 
substance  could  then  probably  be  explored  with  compara- 
tive safety,  and  the  abcess  evacuated  without  much  danger  of 
a  secondary,  meningitis.  Where  the  condition  admits  of  delay, 
I  believe  that  this  plan  of  procedure  will  be  the  proper  one 
to  follow. 

The  various  methods  of  securing  drainage  in  a  brain  abscess, 
have  been  discussed  so  many  times,  that  it  is  quite  un- 
necessary to  review  them  here. 

In  appending  the  following  bibliography  of  cerebellar 
and  cerebral  abscess,  I  beg  to  acknowledege  my  indebted- 
ness to  my  assistant.  Dr.  Charles  E.  Perkins,  who  has  so 
carefully  collated  these  cases  for  me.  His  painstaking 
tabulation  of  symptoms,  has  made  the  above  review  of  this 
number  of  cases  possible. 
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Discussion. 

Dr.  McKernon : — I  would  like  to  ask  Dr.  Dench  in  what 
direction  the  incision  was  made  in  the  dura,  whether  verti- 
cally or  transverse. 

Dr.  Dench : — Crossed  incision  in  one  case  and  in  the  other 
a  dural  flap  was  turned  out. 


A  CASE  OF  MASTOIDITIS  AND  EPIDURAL  ABSCESS: 
OPERATION  AND  RAPID  RECOVERY. 


By  W.  SOHIER  BRYANT,  A.  M.,  M.  D.,  New  York. 

At  the  last  meeting'  of  this  Society  there  was  some  slight 
feeling  of  doubt  upon  the  part  of  certain  members  whether 
one  of  the  patients  I  showed  was  really  alive  or  not.  In 
order  to  remove  this  doubt  and  to  assure  these  gentlemen 
that  she  is  very  much  alive  I  have  taken  the  liberty  of 
presenting  a  short  history  of  the  case. 

June  19th,  1906.  Patient  a  girl  of  16  years,  well  de- 
veloped and  well  nourished,  with  partially  occluded  nasal 
fossae  due  to  a  deflected  septum. 

History:  Recurrent  purulent  otitis.  For  four  weeks  she 
has  manifested  very  slight  mastoid  tenderness  associated 
with  a  little  pain.  Inspection  shows  a  very  thick  bulging 
nipple  of  the  drum  membrane  filling  the  canal. 

Operation:  Advised  and  acceded  to.  A  very  free  in- 
cision of  the  membrane  was  made.  The  skin  was  then  in- 
cised behind  the  auricle  down  to  the  periosteum  after  my 
usual  method.  The  periosteum  was  lifted  from  the  mastoid. 
The  bone  felt  rough  but  there  was  no  abnormal  amount  of 
bleeding.  When  the  cortex  was  perforated,  about  one  dram 
of  greenish  pus  welled  out  under  pressure.  The  cortex 
was  of  medium  thickness,  the  tip  of  the  process  and  all  the 
cellular  structures  were  soft  and  full  of  granulations,  and 
the  surrounding  bone  was  also  soft  and  injected.  The  whole 
tip  was  removed  and  the  sigmoid  sinus  was  bared  from  the 
knee  almost  to  the  bulb.  It  appeared  red.  was  sparsely 
dotted  with  granulations,  and  was  soft  and  resilient  to 
the  touch.    There  were  no  occipital  or  epipetrosal  cells  and 
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very  few  zygomatic  cells.  There  was  a  perisinus  abscess 
at  the  lower  border  of  the  knee  of  the  sinus;  the  inner  table 
was  found  absent  over  an  area  about  as  large  as  a  dime.  A 
small  abscess  was  excavated  near  the  bulb  posteriorly.  All 
the  cells  were  removed  and  the  antrum  opened;  the  antrum 
and  attic  were  curetted.  The  dura  mater  was  also  exposed 
over  the  tegmen.  Finally  the  posterior  osseous  wall  of  the 
meatus  was  taken  down  and  the  facial  ridge  curetted  down 
to  the  facial  nerve.  The  wound  was  washed  with  lukewarm 
normal  saline  solution  which  was  allowed  to  remain  in  it. 
Blood  for  the  blood-clot  was  supplied  by  rubbing  the  edge 
of  the  wound.  A  small  cigarette  drain  was  passed  from  the 
antrum  to  the  lower  angle  of  the  wound  which  was  closed 
by  a  continuous  subcutaneous  silver  wire  suture  and  covered 
with  gauze  moistened  in  normal  salt  solution.  Light  pack- 
ing the  canal.  Rubber  tissue  was  laid  over  all,  then  a  layer 
of  absorbent  cotton  held  in  place  by  a  firmly  applied 
bandage. 

Convalescence.  The  dressings  were  changed  every  day, 
the  wet  dressing  was  not  re-applied. 

On  the  second  day  the  outer  dressings  were  dry  and  every- 
thing looked  well.  The  patient  was  out  of  bed  and  sat  up 
in  a  chair. 

On  the  third  day  the  drain  was  removed  and  the  patient 
remained  up  all  day. 

On  the  fourth  day  the  meatus  was  found  dry  and  the 
hole  where  the  drain  had  been  was  closed.  Boric  powder 
was  insufflated  in  the  meatus. 

The  wire  suture  was  removed  without  any  pain  on  the 
fifth  day. 

The  patient  went  home  on  the  sixth  day.  The  course  of 
the  convalescence  was  so  uneventful  and  rapid  that  one  is 
led  to  the  belief  that  the  wound  would  have  healed  quicker 
without  the  drain. 

On  the  seventh  day  dermatol  and  boric  powder  were  in- 
sufflated on  the  drum  membrane.    The  drum  membrane 
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had  not  yet  healed;  it  was  uneven,  and  allowed  a  trifling 
serous  leakage.  Boric  powder  was  applied.  The  dressing 
and  bandage  were  left  oft'  and  replaced  by  a  small  cotton 
cocoon.    The  watch  was  heard  at  20  inches. 
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Post-Convalescent  Notes:  On  the  eighth  day  all  form  of 
dressing  was  permanently  discontinued  and  the  patient  was 


Fig.  1.    Right  side.    After  operation. 

shown  to  the  American  Otological  Society  at  the  Academy 
of  Medicine,  N.  Y.  The  watch  was  heard  at  18  inches,  and 
the  drum  membrane  was  dry  and  pale. 
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The  watch  was  heard  at  36  inches  on  the  ninth  day. 
On  the  eleventh  day  the  watch  was  heard  at  four  feet. 
The  watch  was  heard  at  five  feet  on  the  fourteenth  day. 


Fig.  2.    Left  side.    Not  operated  on. 

There  was  some  tenderness  and  the  tympanic  membrane  was 
thick  and  depressed. 
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All  crusts  had  desquamated,  and  the  sear  was  clean, 
linear  and  scarcely  visible  on  the  sixteenth  day.  The  watch 
was  heard  at  5^  feet.  The  drum  membrane  had  cleared  off 
well,  but  was  still  depressed  and  thick.  Patieul  said  she 
had  had  constant  singing  tinnitus  since  the  ear  began  to 
discharge.  Valsalva  inflation  negative.  Politzerization 
positive.  Examination  of  the  nose  and  throat  showed  large 
tonsils  and  some  adenoid  tissue;  the  right  middle  turbinate 
was  large  and  covered  with  muco  pus.  The  nasal  septum 
was  deflected  to  the  affected  side. 

Seventy-first  day.  The  post  aural  surface  had  sunk  a 
little,  but  it  remained  even.  No  regeneration  of  bone  was 
apparent.  The  patient  had  sizzling  tinnitus.  The  watch 
was  heard  at  five  feet.  I lypertrophis  rhinitis  was  marked 
and  there  were  signs  of  post-nasal  catarrh.  Valsalva  infla- 
tion was  positive  and  improved  the  hearing  slightly,  but 
did  not  move  the  malleus.  It  brought  the  posterior  part 
of  drum  membrane  a  trifle  nearer  to  view. 

On  the  one  hundred  and  twenty-eighth  day  the  scar  was 
scarcely  perceptible.  The  drum  membrane  appeared 
normal,  except  for  the  opaque  cicatrix  in  the  posterior 
segment.  The  mastoid  process  seemed  to  have  filled  out 
somewhat  since  last  examined.  A  watch  was  heard  at  five 
feet.  She  complained  of  frontal  headaches.  The  turbinals 
were  nodular  and  hypertrophic,  and  the  mucous  membrane 
was  pale.  Trans-illumination  showed  cloudy  frontal  and 
maxillary  sinuses.    The  pharynx  was  dry. 

Two  hundred  and  forty-third  day.  Valsalva  inflation 
negative.  The  watch  was  heard  at  6%  feet.  The  tympanic 
membrane  looks  very  well. 

Three  hundred  and  fifteenth  day.  No  scar  discernible, 
post-aural  surface  even.  The  watch  was  heard  at  11  feet  in 
operated  ear. 

Summary:  The  convalescence  from  the  mastoiditis  and 
epidural  abscess  was  completed  in  six  days;  the  operation 
wound  healed  by  first  intention  in  three  days.. 


MASTOIDITIS  AND  EPIDURAL  ABSCESS. 


-)()<) 


The  convalescence  from  the  middle  ear  was  more  pro- 
longed, lasting  seven  days,  with  a  final  result  of  good  hear- 
ing. The  subsequent  health  of  the  patient  has  been  an 
uneventful  continuation  of  the  aural  conditions,  which  are 
good  considering  the  nasal  obstruction  which  was  the 
primary  cause  of  the  disease.  General  health  always  excel- 
lent. The  nasal  condition  was  purposely  not  treated  in 
order  not  to  affect  the  post-operative  processes  of  repair. 


AN  ARGUMENT  FOR  PRELIMINARY  LIGATION  OF 
THE  INTERNAL  JUGULAR,  IN  THE  TREATMENT  OF 
LATERAL  SINUS  THROMBOSIS. 


By  H.  O.  R.EIK,  M.  D.,  Baltimore,  Md. 

It  is  hut  little  more  than  25  years  since  Zaufal  pointed  out 
the  possibility  of  treating  septic  thrombosis  of  the  lateral 
sinus  surgically  and  described  a  method  of  procedure.  He 
did  not  have  the  opportunity  to  employ  the  operation,  how- 
ever, for  several  years  and  the  first  successful  surgically 
treated  case  was  reported  by  Lane  in  1889.  The  first  ease  to 
be  reported  to  this  Society  as  having  been  successfully 
operated  upon  appears  ha  the  transactions  of  1892,  only 
fifteen  years  ago,  and  the  honor  belongs  to  Dr.  Sutphen. 

In  the  comparatively  short  period  of  time  which  has  in- 
tervened between  the  reports  of  these  pioneers  and  the  pres- 
ent session  of  the  American  Otological  Society  a  great  deal 
has  been  learned  about  the  disease,  especially  as  regards 
its  pathology,  symptomatology  and  diagnosis.  The  clinical 
picture  of  septic  invasion  of  the  sinus  by  purulent  otitis 
media  has  been  developed  with  a  fair  degree  of  distinctness 
and  is  well  understood  by  otologists.  It  is  still  impossible 
always  to  diagnosis  sinus  phlebiti  or  thromboi  with  certainty 
in  the  earliest  stage  and  it  is  much  to  be  desired  that  the 
clinical  symptoms  of  this  extension  of  a  mastoditis  shall 
be  more  sharply  defined  and  the  indications  of  its  commence- 
ment become  more  clearly  established,  to  the  end  that  the 
general  practitioner  of  medicine  may  he  taught  to  recognize 
the  disease  early  enough  to  permit  its  successful  treatment. 

The  general  principles  involved  in  the  treatment  of  lateral 
sinus  thrombosis  have  not  been  the  subject  of  dispute  at 
any  time  since  the  appearance  of  Zaufal 's  epoch-marking 
communication.    All  are  agreed  that  surgical  intervention 
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is  imperative  and  should  be  instituted  as  quickly  as  possible 
after  the  making'  of  the  diagnosis  and  that  the  prospect  of 
success  depends  more  upon  the  earliness  of  diagnosis  than 
upon  any  other  single  feature.  The  most  favorable  time 
for. removal  of  the  thrombus  is  before  its  disintegration  and 
disemination  has  begun  and  the  surgeon  must  act  with 
celerity  to  prevent  the  grave  consequence  of  systemic  in- 
fection. Whether  as  a  continuance  of  a  mastoid  operation 
which  has  exposed  an  unsuspected  sinus  thrombosis,  or  as  an 
operation  instituted  primarily  for  the  abstraction  of  an 
inferred  thrombus,  the  surgeon  must  work  with  the  double 
purpose  of  removing  as  much  as  possible  of  the  septic  focus 
within  the  mastoid  bone,  and  the  sinus,  and  of  preventing  the 
spread  of  infective  matter  to  the  general  circulation.  The 
technique  involved  in  the  accomplishment  of  the  first  of 
these  propositions  is  not  now  a  matter  of  very  great  concern, 
but,  the  attainment  of  the  second  named  object  has  occa- 
sioned much  discussion  and  evidenced  the  existence  of 
widely  divergent  views  as  to  the  best  method  of  procedure. 

In  order  to  place  a  barrier  before  a  growing  septic  throm- 
bus, to  cut  off  from  absorption  into  the  general  circulation 
toxines,  bacteria  and  infective  particles  of  a  decomposing 
sinus  thrombus,  and  to  prevent  dislodged  portions  of  such  a 
clot  from  being  carried  into  the  heart  by  the  blood  stream 
when  a  thrombus  is  being  removed  from  the  sinus  above,  it 
has  been  suggested  that  it  would  be  wise  to  ligate  the 
internal  juglar  vein  as  soon  as  the  diagnosis  of  lateral  sinus 
thrombosis  has  been  certainly  established.  As  the  diagnosis 
is  seldom  positively  made  until  the  sinus  wall  has  been 
exposed  and  inspected,  this  means  that  in  such  instances 
the  mastoid  operation  should  be  suspended  and  the  opening 
of  the  sinus  deferred  a  sufficient  length  of  time  to  permit 
ligation  of  the  vein.  Reference  to  the  transactions  of  this 
Society  for  the  past  5  years  will  disclose  the  fact  that  while 
some  members  strongly  advocate  this  preliminary  ligation  of 
the  internal  jugular  vein  and  others  believe  that  ligation  is 
necessary  in  most  cases,  but  select   those  cases  upon  the 
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basis  of  conditions  that  are  discovered  by  first  opening  the 
sinus  and  attempting  removal  of  the  dot,  there  are  some 
operators  who  consider  ligation  to  be  required  only  excep- 
tionally and  who  delay  such  a  procedure  until  the  continu- 
ance of  septic  conditions  proves  absolutely  that  evacuation 
of  the  mastoid  and  sinus  have  failed  to  procure  the  desired 
result. 

Confronted  by  an  exposed  sinus  that  is  evidently,  or  even' 
probably  diseased  and  bearing  in  mind  the  conflicting  opin- 
ions referred  to  regarding  the  next  operative  step,  many 
have  been  led  to  ask  the  question  which  I  shall  here  pro- 
pound, i.  e.  Does  the  best  interest  of  the  patient  demand 
ligation  of  the  internal  jugular  vein  and.  if  so,  shall  this 
part  of  the  operation  be  performed  prior  to  or  after  incision 
into  the  sinus? 

I  would  not  convey  the  impression  that  a  difference  of 
opinion  upon  this  matter  exists  only  among  members  of  this 
Society;  in  fact,  in  so  far  as  our  published  transactions 
reveal  the  opinions  of  the  members  upon  this  subject,  there 
is  a  remarkable  approach  to  unanimity  in  favor  of  Ligation, 
but  it  is  difficult  to  determine  whether  or  not  a  majority 
would  advocate  preliminary  closure  of  the  vein.  In  the 
last  American  Edition  of  Politzer  the  statement  is  made  that 
Von  Bergmann,  Forselles,  Lane  and  Zaufal  advocate  ligation 
of  the  vein  before  opening  the  sinus;  that  Macewen  li gates 
the  jugular  only  if  the  thrombus  extends  so  far  downward 
that  it  cannot  be  reached  from  the  open  sinus;  Horsley  only 
when  metastases  are  present,  in  order  to  check  their 
further  occurrence;  and  that  Jansen,  with  whom  Politzer 
agrees,  thinks  that  ligation  is  indicated  if  rigors  and  fever 
continue  after  removal  of  the  thrombus. 

Those  who  choose  to  delay  obliteration  of  the  venous 
channel  point,  in  justification,  to  the  fact  that  in  a  la  rue 
number  of  instances  recovery  has  occurred  without  it  but 
they  apparently  fail  to  appreciate  the  fact  that  most  of  such 
recoveries  have  been  attained  only  after  a  desperate  and 
long  time  doubtful  battle  with  septicaemia,  or  to  offset  such 
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recoveries  by  the  larger  number  of  deaths;  in  considering 
such  fatalities,  the  question  naturally  arises  whether  jugular 
ligation  might  not  have  produced  better  results.  The  pre- 
ponderance of  opinion  today  unquestionably  favors  ligation 
of  the  internal  jugular  as  the  greatest  safeguard  against  the 
advance  of  septic  thrombosis.  Those  who  compose  the  third 
named  group  of  operators,  who  ligate  the  jugular  only  alter 
the  appearance  of  septicaemia,  are  apparently  few  in  num- 
ber. The  whole  weight  of  clinical  experience  is  against 
them,  as  I  shall  show  by  statistics  later  on. 

It  would  have  pleased  me  to  seek  an  answer  to  both  of 
my  questions  in  a  careful  study  of  all  the  cases  of  lateral 
sinus  thrombosis  recorded  in  literature  but  it  was  not  pos- 
sible to  give  the  requisite  amount  of  time  to  accomplish  such 
a  task.  I  have,  therefore,  limited  the  study  of  statistics  to 
a  consideration  of  the  cases  reported  in  the  Transactions  of 
the  American  Otological  Society  and  the  otologic  section  of 
the  American  .Medical  Association.  It  seems  fair  to  draw 
some  inferences  from  these  cases  because,  while  they  number 
only  70,  they  were  operated  upon  by  twenty  different 
surgeons,  all  members  of  this  Society,  and  were  not  selected 
because  of  any  bearing  upon  the  questions  to  be  discussed, 
and.  may  be  taken  as  representing  the  wrork  of  representative 
American  otologists. 

A  table  was  prepared  for  the  graphic  arrangement  of 
these  cases,  showing:  the  character  of  the  underlying  disease, 
whether  acute  or  chronic  suppurative  otitis  media  ;  when 
thrombosis  was  diagnosed,  whether  prior  to,  at  the  time  of 
or  after  the  mastoid  operation;  the  probable  stage  of  the 
venous  infection;  the  time  of  operation  upon  the  sinus, 
whether  as  a  part  of  the  original  mastoidectomy  or  later; 
whether  ligation  of  the  vein,  if  performed,  was  preliminary 
to  or  followed  incision  of  the  sinus;  the  termination  of  the 
disease,  in  death  or  recovery;  the  time  required  for  conval- 
escence; and,  general  remarks.  From  this  table,  studied 
together  with  a  review  of  the  original  articles  and  the  dis- 
cussions that  accompanied  their  presentation,  I  have  at- 
tempted to  draw  some  conclusions. 
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My  first  question,  "Does  the  best  interest  of  the  patient 
demand  ligation  of  the  internal  jugular  vein."  is  most  em- 
phatically answered  in  the  affirmative.  Of  42  eases  in  which 
ligation  was  not  performed,  IS  recovered  and  24  died:  a 
recovery  of  W/< .  Of  28  cases  Heated.  21  recovered:  a 
recovery  of  7.1',.  Such  of  our  leaders  as  Knapp,  Gruenihg, 
Kipp.  Blake,  Dench  and  Crockett  have  expressed  them- 
selves in  no  uncertain  terms  as  favoring  ligation,  as  a  rule, 
as  part  of  the  operation  lor  sinus  thrombosis  and  the  clinical 
experience  given  above  supports  their  contention. 

The  second  part  of  the  question.  "Should  ligation  precede 
or  follow  attempted  evacuation  of  the  sinus.'"  is  not  so 
distinctly  answered  and  it  is  this  query  I  should  particularly 
like  to  have  discussed. 

Drs.  Kipp  and  Crockett  are  credited  with  the  only  argu- 
ments in  favor  of  preliminary  Ligation  to  he  found  in  our 
Transactions.  Searching  for  an  answer  in  the  table  of 
statistics.  I  find  that  the  best  results  have  been  obtained 
when  ligation  .preceded  the  attack  upon  the  sinus.  Con- 
sidering the  one  point  of  ligation,  and  the  time  for  it's  em- 
ployment. I  have  prepared  from  this  table  a  condensed 
statement  of  the  cases  operated  upon,  as  follows: 

Total  number  of  cases  reported  70 

Number  of  recoveries   39 

"     "  deaths  31 

"     "  cases  due  to  acute  suppurative  otitis  media  43 

"     "     "     "  "chronic        "  "      "  19 

"     "     "  not  stated  :  9 

"  "  acute  cases  not  ligated  22  j  ^^VeTed'  *8  [  saved  59% 

"  "chronic"     "       "  11  ;^Vered'   7  J"  saved  36% 

"  "acute  with  secondary  ligation,  12  }  died^1"6  '   3  !"  saved  75% 

"  "  chronic '       4  j  ]£Jvered'   \  j  saved  75% 

"  "  acute  with  preliminary  "        9  J  died^^'   2  [  saved  78% 

"  "  chronic  "        "  "        3  j  Tjg£ereA>   \  \  saved  66% 
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It  seemed  to  me  advisable  to  separate  these  cases  into 
two  groups,  according  as  they  were  associated  with  acute 
or  chronic  suppurative  otitis  media  and  you  will  observe  that 
the  chronic  are  more  serious  than  the  acute :  of  43  acute 
cases,  30  recovered  and  13  died,  a  mortality  of  30%;  of 
18  chronic  cases,  9  recovered  and  !)  died,  a  mortality  of  50%. 

Some  very  interesting  points  are  brought  out  by  a  careful 
study  of  the  individual  cases  on  the  large  chart.  First  it  is 
noteworthy  that  although  Zaufal  and  Lane  originally  advo- 
cated preliminary  ligation  of  the  vein,  it  is  only  recently 
that  this  measure  has  been  widely  adopted.  In  the  next 
place,  of  the  nine  acute  cases  in  which  preliminary  ligation 
were  performed  there  were  two  deaths.  One  of  these  deaths, 
however,  occurred  in  a  patient  upon  whom  the  operation 
had  not  been  performed  until  the  third  stage  of  thrombosis, 
and  after  nietasratic  abscesses  were  established.  Eliminat- 
ing this  necessarily  fatal  case  the  recoveries  with  preliminary 
ligation  would  be  seven  out  of  eight  cases,  or  88%  of 
successes. 

In  considering  the  effect  of  preliminary  versus  secondary 
ligation  one  very  important  thing  is  discovered  in  the  case 
histories  which  is  not  apparent  in  the  percentage  of 
recoveries.  With  preliminary  ligation  recoveries  occurred 
promptly ;  by  placing  a  barrier  in  front  of  the  thrombus 
and  then  cleaning  out  the  septic  focus  the  disease  was 
removed  and  improvement  was  immediate.  After  second- 
ary ligation  the  majority  of  the  recoveries  obtained  event- 
uated only  after  a  prolonged  and  serious  illness;  a  fight  with 
sepsis  lasting  from  one  week  to  three  months.  This  differ- 
ence cannot  be  explained  solely  on  the  ground  of  difference 
of  the  type  of  cases  subjected  to  the  two  operations;  in  some 
instances  it  rather  appeared  that  manipulation  of  the  sinus 
was  responsible  for  the  distribution  of  septic  particles  to  the 
general  circulation,  an  accident  which  can  not  so  easily 
happen  if  the  jugular  pathway  has  been  closed. 
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Discussion. 

Dr.  Crockett: — I  have  always  appeared  as  an  earnest 
advocate  of  the  early  ligation  of  the  jugular  and  at  first 
always  Ligated  secondary  to  the  mastoid  operation  but  lat- 
terly, wherever  1  have  been  able  to  establish  the  diagnosis. 
I  have  ligated  the  jugular  first.  The  mortality,  as  far 
as  my  experience  goes,  has  been  very  much  less  by  the 
latter  method.  I  have  done  in  the  last  three  years  twenty 
cases  of  preliminary  Ligation  and  only  two  of  them  died, 
both  from  cerebral  extension  of  the  purulent  disease:  one 
from  cerebellar  abscess  and  one  from  lepto-meningitis. 

It  seems  to  me  it  is  distinctly  a  more  surgical  procedure 
to  shut  off  the  path  of  infection  at  once,  before  any  other 
operative  measure,  provided  you  can  make  the  diagnosis. 
That  is  what  would  be  done  by  the  general  surgeon,  for 
instance,  if  operating  for  thrombosis  in  any  other  vein.  We 
should  do  the  same  thing.  Occasionally,  however,  it  is  very 
difficult  to  make  the  diagnosis  and  in  those  cases  it  has 
seemed  to  me  that  the  greatest  importance  attached  to  the 
question  of  optic  neuritis  and  the  blood  count.  Neuritis  is 
more  frequent  in  this  than  in  any  other  of  the  cerebral  com- 
plications. The  blood  count  should  show  from  12.000  to 
20,000  white  cells,  a  leucocytosis  decidedly  lower  than  that 
of  acute  lepto-meningitis  with  which  you  might  confuse  the 
disease. 

I  have  done  now  about  40  ligations  in  all  and  have  never 
had  occasion  to  regret  it:  in  one  case  ligation  of  a  very  large 
jugular  was  followed  by  acute  mania  which  persisted  for 
nearly  forty-eight  hours  and  evidently  in  that  case  the  other 
jugular  was  small  and  the  obstruction  to  circulation  caused 
trouble  but  the  patient  made  a  perfect  recovery.  I  have 
seen  no  other  cerebral  disturbance  and  the  shock  is  not 
usually  greater  than  that  of  the  mastoid  operation  alone. 

Dr.  Randall: — I  have  been  very  persistent  in  this  same 
matter  in   previous   meetings,   claiming   that  preliminary 
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Ligation  should  be  done,  particularly  in  chronic  cases  and 
claiming  for  it  in  spite  of  its  being  done  in  the  severer 
eases,  and  itself  a  severe  operation,  that  the  results  have  been 
distinctly  better;  and  1  am  very  ulad  that  Dr.  Reik  brings 
out  and  emphasizes  the  same  point.  I  have  never  regretted 
doing  the  operation  and  have  many  successes  seemingly  due 
to  it. 

Dr.  Gruening: — Instead  of  making  remarks  at  this  lime 
I  shall  read  my  paper  which  bears  on  the  same  subject.  I 
do  not  ligate  the  jugular  before  incising  the  sinus  but  I 
make  an  incision  which  can  do  no  harm  and  then  if  I  find  a 
thrombus  I  do  not  disturb  it  but  ligate  the  jugular  and 
return  to  the  sinus  to  remove  the  clot. 


A  ('ASK  OF  BILATERAL  THROMBOISIS  OF  THE  SIG- 
MOID SINUS:  RECOVERY. 


By  E.  GUUENING,  M.  P.,  New  York,  N.  Y. 

I.  II.,  a  married  woman,  22  years  of  age,  was  admitted  to 
the  German  Hospital.  X.  Y„  March  11th.  1<)04.  She  suffered 
from  double  acute  mastoiditis,  the  result  of  grippe.  She 
was  otherwise  in  good  condition,  lungs,  heart,  and  all 
organs  being  normal. 

On  admission  her  temperature  was  103°    F..  pulse  108. 

She  was  operated  upon  in  the  ordinary  way.  on  both 
sides,  by  the  removal  of  the  cortex,  and  the  opening  of  the 
antrum,  without  exposure  of  the  sigmoid  sinus.  The  im- 
mediate result  of  the  operation  was  satisfactory;  the  tem- 
perature dropped  to  normal,  and  remained  so  for  eleven 
days,  until  March  22nd.  She  was  out  of  bed.  felt  well  and 
strong,  had  no  headaches,  and  was  about  to  be  discharged 
from  the  hospital. 

On  March  22nd  her  temperature  suddenly  rose  to  104.4. 
with  a  pulse  of  128.  She  felt  chilly,  and  after  the  chill 
perspired  profusely.  The  wounds  were  in  good  condition, 
granulation  being  well  under  way.  On  the  following  day. 
March  23rd.  the  temperature  fell  again  to  normal,  then  rose 
to  102,  and  these  variations  continued  until  the  26th.  when 
the  temperature  again  rose  to  104.  with  a  pulse  of  128. 

On  that  day  she  was  again  taken  to  the  operating  room, 
and  the  bony  covering  of  both  sinuses  was  removed.  A 
number  of  cells  over  the  sinuses  contained  pus.  and  the 
lamina  vitrea  was  softened  on  cither  side.  All  this  un- 
healthy bone  was  removed.  The  sigmoid  sinuses  were  ex- 
posed from  the  upper  to  the  lower  knee.  The  sinuses  looked 
healthy,  and  it  did  not  seem  advisable  to  open  them  at  that 
time. 

After  the  second  operation,  the  temperature  gradually 
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fell  to  100.6.  but  rose  again  on  April  1st,  four  days  after 
the  operation,  to  105.2.  She  had  a  chill,  was  nauseated, 
vomited,  and  the  examination  of  the  eyes  showed  choked 
disks,  but  more  pronounced  in  the  left  eye.  A  blood  culture 
was  taken.  This  was  negative.  The  temperature  on  April 
3rd  rose  to  106.,  and  the  left  sigmoid  sinus  looked  dis- 
colored, and  was  hard  to  the  touch. 

The  sinus  was  then  exposed  further  down  below  the  knee; 
it  was  incised,  and  a  large  thrombus,  measuring  at  least 
half  an  inch  in  length,  and  filling  the  whole  calibre  of  the 
sinus,  was  removed  with  a  forceps.  A  gush  of  blood  from 
below  and  above  followed  the  extraction  of  the  plug. 

The  following  morning  the  patient  had  a  chill,  and  a 
temperature  of  105.2.  She  had  twitchings  of  both  hands, 
and  the  examination  of  the  heart  showed  a  soft  blowing 
systolic  murmur  over  base  and  apex.  Pulse  soft  and  in- 
termittent. Until  April  8th'  the  temperature  varied  be- 
tween 102  and  105,  and  the  pulse  between  120  and  140. 

On  the  8th  she  had  a  severe  chill,  and  a  temperature  of 
105.  The  right  sinus  was  now  very  hard,  and  the  neck 
along  the  course  of  the  juglar  vein  very  tender.  On  that 
day  the  right  sinus  was  opened,  and  found  tilled  with  a  hard 
thrombus.  Before  removing  this  thrombus  the  internal  jug- 
lar vein  was  exposed  in  the  neck,  and  ligated  below  the 
facial  vein.  The  latter  was  also  ligated.  The  jugular  vein 
was  followed  up  to  its  exit  from  the  cranial  cavity,  where 
it  was  found  to  be  blocked.  Then  the  thrombus  was  re- 
moved from  the  sinus.  It  extended  beyond  the  upper  knee. 
There  was  free  hemorrhage  from  the  peripheral  end  of  the 
sinus.  The  anterior  wall  of  the  sinus  was  cut  away.  The 
wound  in  the  neck  was  not  closed.  After  this  operation  the 
temperature  fell  to  99.6,  and  remained  almost  normal  until 
the  eleventh,  a  period  of  three  days,  when  there  was  a  slight 
rise  to  102. 

On  April  13th,  a  severe  chill  set  in,  lasting  twenty-live 
minutes,  and  the  temperature  rose  to  107. S.  The  patient  was 
delirious  and   violent.     The   interne   in   charge  counted  a 
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pulse  of  160.  When  I  cMinc  I  could  not  count  it.  The  wound 
in  the  neck  was  Dot  clean,  and  the  central  slump  of  the 
jugular  was  quite  hard,  evidently  containing  a  thrombus. 

The  patient  was  taken  to  the  operating  room.  The  wound 
in  the  neck  was  thoroughly  cleansed,  the  jugular  bulb 
irrigated,  and  the  jugular  vein  tied  off  at  its  entrance  into 
the  subclavian  vein. 

After  this  operation  the  temperature  dropped  suddenly 
to  100;  the  pulse  became  fuller,  counting  120.  On  the 
following  day  the  temperature  rose  once  more  to  10(>.  and 
then  gradually  subsided  by  the  16th  of  April  to  101  and 
100.  It  remained  so  until  the  beginning  of  .May,  when  her 
aural  condition  was  very  much  improved  and  her  hearing 
restored.  The  swelling  in  the  optic  nerves  had  greatly 
diminished,  her  sight  remaining  good. 

On  .May  Sth.  the  patient  complained  of  severe  lancinating 
pain  in  the  right  buttock  and  thigh.  Large  metastatic 
abscesses  had  formed  in  the  thigh  and  in  the  pelvis.  A  num- 
ber of  operations  were  performed  by  the  surgeons  of  the 
German  Hospital,  Drs.  Meyer  and  Kammerer.  The  patient 
left  the  hospital  in  the  latter  part  of  August,  with  a  sinus 
leading  into  the  pelvic  cavity.  In  the  course  of  the  year 
this  also  closed,  and  the  patient  is  now  entirely  well. 

This  case  is  one  of  the  three  or  four  on  record  where 
recovery  took  place  though  both  sinuses  were  blocked  by 
occluding  thrombi. 

The  remarkable  feature  of  this  case  is  the  lack  of  symp- 
toms pointing  to  circulatory  disturbance  in  the  cranial 
cavity,  though  both  lateral  sinuses  were  blocked.  The  chief 
symptom  of  the  obstruction  of  the  venous  return  was  seen 
in  the  double  optic  neuritis  and  this  symptom  existed  be- 
fore any  operations  on  the  sinuses  were  undertaken.  In- 
asmuch as  on  the  left  side  the  jugular  was  not  ligated,  the 
venous  blood  probably  returned  freely  through  the  external 
jugular  and  facial  veins.  Since  an  interval  of  one  week 
elapsed  between  the  two  operations  on  the  sinuses,  sufficient 
time  seems  to  have  been  given  for  the  establishment  of  a 
compensatory  circulation. 


ANATOMICAL  CONSIDERATION  BEARING  ON  THE 
SOLUTION  OF  THE  PROBLEM  OF  TONE  PERCEP- 
TION*. 


By  GEO.   E.  SHAMBAUGH,  M.  D.,  Chicago. 

Anatomically,  we  find  in  the  long  rows  of  hair  cells  run- 
ning throughout  the  entjre  length  of  the  cochlea  a  mechanism 
admirably  suited  to  the  requirements  of  the  theory  that  the 
perception  for  the  several  tones  takes  place  in  separate 
and  distinct  parts  of  the  cochlea.  These  hair  cells  are  the 
real  end  organs,  wherein  the  transference  of  the  physical 
sound-waves  to  nerve  impulses  takes  place.  Each  cell,  or 
rather  group  of  cells,  when  adequately  stimulated,  leads  to 
the  perception  of  a  particular  tone.  The  higher  tones,  pre- 
sumably, are  taken  up  by  the  cells  located  in  the  basal  coil, 
the  lower  tones  by  the  cells  near  the  apex  of  the  cochlea. 

The  difficult  problem  in  the  resonator  theory  is  to  de- 
termine how  certain  hair  cells  are  stimulated  by  certain 
tones  only  while  other  cells  are  stimulated  by  other  tones. 
Helmholtz  was  at  first  inclined  to  attribute  to  the  rods  of 
Colli  this  selective  function  of  resonators.  When  it  was 
shown  that  birds  and  erocidiles  lack  these  rods.  Helmholtz 
gave  up  this  idea  and  fixed  upon  the  radicating1  fibers  of 
the  membrana  basilaris  as  the  real  resonators  of  the  organ 
of  Corti.  These  fibers,  estimated  from  15,000  to  25,000  in 
number  and  varying  in  length  from  0.04  mm.  in  the  basal  coil 
to  0.5  mm.  at  the  apex  of  the  cochlea,  should  vibrate, 
according  to  Helmholtz.  each  for  a  particular  tone.  In 
vibrating,  the  superimposed  hair  cells  presumably  would 
be  carried  upwards  and  their  projecting  hairs  brushed 
against  the  membrana  tectoria. 


•A  full  statement  of  this  theory  together  with  drawings  illustrating 
the  anatomical  features  upon  which  the  argument  rests  appears  in 
the  American  Journal  of  Anatomy.     Vol.  VII,  No.  2. 
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Some,  ill  Least,  of  the  difficulties  in  his  theory  were  ap- 
preciated by  Helmholtz  himself  as  for  example  the  ipics- 
tion  whether  it  is  possible  lor  libers  as  short  as  those  of  the 
basilar  membrane  to  be  thrown  into  vibration  at  all  by 
sound  waves.  Ewald  recently  in  an  ingeniously  constructed 
ear  model  has  been  able  to  demonstrate  that  a  stretched 
rubber  membrane,  measuring  0.f>  mm.  broad,  could  be  made 
to  vibrate,  when  suspended  in  water,  by  sound  waves  con- 
ducted from  the  air.  Such  a  demonstration,  however,  falls 
far  short  of  proving  that  the  much  shorter,  thicker  and 
more  rigid  membrana  basilaris  could  respond  in  a  similar 
manner.  It  must  not  be  lost  sighl  of  in  this  connection  that 
the  cells  forming  the  organ  id'  Corti  are  not  placed  sep- 
arately on  the  basilar  membrane  but  are  placed  in  con- 
tiguity one  with  the  other,  thus  forming  a  continuous 
whole  and  that  the  thickness  of  the  vibrating  membrane 
is  more  accurately  represented  by  a  structure  which  in- 
cludes the  thickness  of  the  fibers  of  the  membrana  basilaris 
plus  the  thickness  of  the  superimposed  cells  as  well.  Again, 
the  several  radiating  fibers  of  the  membrana  basilaris  arc 
not  strung  independently  but  they  all  form  part  of  a  con- 
tinuous membrane  and  if  thrown  into  vibration  would  not 
vibrate  independently  of  the  adjacent  fibers.  This  fact  in- 
deed was  recognized  by  Helmholtz  and  utilized  in  explaining 
the  phenomen  of  "beats." 

In  making  a  study  of  the  structure  of  the  membrana 
basilaris  in  the  various  parts  of  the  cochlea,  I  have  come 
across  conditions  which  I  believe  demonstrate  that  this 
membrane  cannot  be  the  vibrating  structure  which  it  was 
believed  to  he  by  Helmholtz.  In  tracing  the  basilar  mem- 
brane through  carefully  made  sections  near  the  beginning 
of  the  lower  coil  in  the  vestibule.  I  found  that  this  mem- 
brane, at  a  considerable  distance  from  the  point  wdiere 
the  cochlear  tube  begins,  became  so  thick  and  rigid  as 
to  preclude  any  idea  of  its  being  a  vibrating  structure. 
This  is  we'l  shown  in  the  preparation  I  exhibit  which  is 
taken  from  the  labyrinth  of  a  new  born  pig.    In  a  labyrinth 
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taken  from  another  pig,  I  found  in  this  part  of  the  cochlea 
complete  absence  of  any  structure  that  could  properly  be 
called  a  basilar  membrane.  Here  the  crista  of  the  ligamen- 
tum  spirale,  as  seen  in  a  section,  tapering  gradually  to  a 
point,  is  attached  directly  to, the  labium  tympanicum.  There 
is  no  basilar  membrane  and  the  perfectly  formed  organ  of 
Corti  rests  on  the  stiff  rigid  structure  of  the  crista  of  the 
spiral  ligament. 

These  preparations  show  conclusively  that  the  stimulation 
of  the  hair  cells  of  the  organ  of  Corti  in  this  part  of  the 
labyrinth  cannot  be  accomplished  through  a  vibrating  mem- 
brane basilaris.  it  is  not  logical,  therefore,  to  assume  that 
in  other  parts  of  the  cochlea,  where  the  membrana  basilaris 
may  appear  capable  of  vibrating,  the  stimulation  of  the 
hair  cells  must  be  accomplished  through  this  means. 

In  studying  the  membrana  tectoria  in  preparations  from 
a  large  number  of  labyrinths.  I  am  certain  that,  this  mem- 
brane does  not  float  free  in  the  endolymph  above  the  organ 
of  Corti.  but  that  this  position,  which  is  the  one  usually 
described,  is  the  result  of  the  shrinking  of  this  structure 
owing  to  the  fixing  agents.  This  fact  is  quite  evident  from 
the  study  of  such  preparations  as  the  one  I  show  you.  Here, 
although  more  or  less  shrunken  and  distorted,  the  membrana 
tectoria  is  still  found  attached  to  the  organ  of  Corti.  The 
explanation  of  the  spiral  band  found  on  the  under  surface 
of  the  membrane,  which  is  known  as  the  "Streifen  of 
Bensen, "  is  here  made  clear.  It  is  a  sort  of  facet  where 
normally  the  membrane  is  attached  to  the  supporting  cells 
just  internal  to  the  inner  row  of  hair  cells.  In  this  particular 
preparation,  the  membrane  is  only  partially  lifted  from  its 
normal  position  and  the  "Steifen  of  Ilensen"  is  still  glued 
to  the  supporting  cells  of  the  organ  of  Corti,  which  have 
in  turn  been  somewhat  pulled  out  owing  to  the  partial 
withdrawal  of  the  membrana  tectoria.  Another  fact  shown 
in  this  preparation  is  that  the  hairs  of  the  hail-  cells  pro- 
ject into  the  under  surface  of  the  tectorial  membrane.  That 
these  hairs  actually  penetrate  the  membrana  tectoria  and 
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are  not  merely  broiighl  into  touch  with  it  by  aecidenl  is  well 
shown  by  another  preparation.  Here  the  membrana  teetoria 
h;is  been  partially  torn  away  from  its  moorings,  so 
much  so,  indeed,  thai  the  "Slreil'en  of  Ilensen"  is  no  longer 
in  contact  with  the  supporting  cells  ami  the  membrane  lias 
also  been  detached  from  the  inner  hair  cell.  The  hairs  of 
the  three  outer  hail-  cells,  however,  are  still  inserted  into 
the  tectorial  membrane,  which,  as  the  result  of  shrinking, 
has  suffered  a  distortion  in  its  delicate  structure  which 
could  resull  only  from  a  more  or  less  close  adherence  of  the 
hairs  to  this  membrane.  This  relation  between  tectorial 
membrane  and  hair  cells  prevents  the  impulses  in  the  end- 
olymph  from  coming  in  direct  contact  with  the  hair  cells 
and  therefore  invalidates  the  hypothesis  that  these  cells 
may  act  as  their  own  agent  in  selecting  their  stimuli  directly 
from  the  impulses  passing  through  the  endolymph.  The 
conclusion  to  which  these  facts  logically  lead  is  that  the 
stimulation  of  the  hair  cells  is  accomplished  only  by  the 
vibration  in  the  membrana  teetoria  transmitted  to  it  by  the 
impulses  passing  through  the  endolymph.  The  membrana 
teetoria  must  therefore  he  the  mechanism  which  mediates 
impulses  passing  through  the  endolymph  to  the  hair  cells. 

A  striking  characteristic  of  the  membrana  teetoria  when 
examined  through  the  several  coils  of  the  cochlea  is  its 
greal  variation  in  size  from  one  end  of  the  cochlea  to  the 
other.  This  is  well  shown  in  the  preparation  I  exhibit.  It 
is  seen  at  a  glance  that  the  size  of  the  membrana  teetoria 
near  the  apex  of  the  cochlea  is  many  hundred  times  its 
size  near  the  beginning  of  the  basal  coil.  Beginning  with 
the  lower  end  of  the  basal  coil  there  is  a  gradual  increase 
in  the  size  of  the  membrana  teetoria  until  the  apex  of  the 
cochlea  is  reached.  Another  characteristic  which  this  mem- 
brane possesses  is  its  lamellar  or  fibrillar  structure.  An  im- 
mense number  of  delicate  fibrillae  are  found  taking  their 
origin  from  the  portion  of  the  membrane  which  rests  on  the 
labium  vestibulare.  The  fibrillae  more  compact  where  they 
converge  along  the  dorsum  of  the  membrane,  curve  grace- 
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fully  outward  and  downward  towards  1  lie. lower  border  of 
the  membrane.  These  fibrillae  give  the  membrana  tectoria 
somewhat  the  appearance  of  a  soft  feather.  They  vary  in 
length  with  the  varying  size  of  the  tectorial  membrane,  the 
with  the  varying  size  of  the  tectorial  membrane,  the  shorter 
shorter  occurring  near  the  beginning  of  the  basal  coil,  and 
the  longest  at  the  apex  of  the  cochlea.  They  are  supported 
and  held  together  by  a  homogeneous  semi-fluid  substance. 

These  characteristics  of  the  membrana  tectoria  render  it 
admirably  suited  to  respond  to  impulses  passing  through 
the  endolymph. 

The  great  variation  in  size  of  the  membrane  from  one  end 
of  the  cochlea  to  the  other,  together  with  its  fibrillar 
structure,  are  physical  characteristics  which  suggest  the 
probable  basis  for  a  series  of  resonaters  which  make  it 
possible  tor  the  membrane  in  one  part  of  the  cochlea  to 
respond  to  impulses  of  a  certain  pitch  and  in  another  part 
to  impulses  of  another  pitch. 

The  vibrations  in  a  part  of  the  membrana  tectoria  pro- 
duced by  a  particular  tone  must  necessarily  involve  a  con- 
siderable area  of  this  structure.  As  a  result  a  more  or  less 
extensive  group  of  hair  cells  are  stimulated.  The  nerve 
impulses  arising  from  the  stimulation  of  the  several  hair 
cells  included  in  this  group  come  together  in  the  brain  center 
of  the  cortex,  where  the  tone  picture  forms  the  final  step 
in  the  perception  of  this  particular  tone.  When  a  tone 
slightly  higher  or  lower  than  this  one  is  produced  the  same 
group  of  haii-  cells  is  stimulated  excepting  for  the  addition 
of  a  few  more  cells  at  one  end  and  the  loss  of  a  few  cells 
at  the  other  end  of  the  area  involved.  The  sum  total  of  the 
impulses  which  reach  the  center  in  the  brain  is  therefore 
different  for  every  tone  however  near  they  may  be  in  the 
scale.  The  ability  to  distinguish  between  the  several  tones 
is  therefore  a  matter  of  education  since  anatomically  we 
encounter  no  difficulty  in  accounting  for  a  different  tone 
picture  for  each  particular  tone  difference. 

The  phenomenon  of  "beats'*  is  more  readily  accounted 
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for  than  by  the  Helmholtz  hypothesis;  moreover,  all  the 
scientific  observations  by  Helmholtz  and  his  followers  sup- 
porting a  resonator  hypothesis  apply  as  readily  and  with 
greater  force  to  my  theory,  viz.,  that  the  delicate  membrana 
tectoria  acts  as  resonator.  Finally,  the  pathological  phe- 
nomena of  "tone  islands."  " diplacousis  binauralis  dyshar- 
monica"  and  of  "tinnitus  annum"  may  all  be  plausibly  ac- 
counted for  in  this  conception  of  the  physiology  of  tone 
perception. 

To  restate  briefly  the  process  by  which  the  phenomenon 
of  tone  perception  is  accomplished:  The  sound  waves  eon- 
ducted  from  the  air  impinge  upon  the  membrana  tympani 
producing  vibrations  in  it.  These  vibrations  conducted 
along  the  chain  of  ossicles  transmit  impulses  to  the  intra- 
labyrinthine  fluid  through  the  medium  of  the  foot-plate  of 
the  stapes.  The  impulses  originating  in  the  fluid  in  the 
vestibule  pass  directly  into  the  scala  vestibuli  and  through 
the  membrane  of  Reissner  to  the  endolymph  where  symp- 
athetic vibrations  are  imparted  to  the  several  parts  of  the 
membrana  tectoria  depending  on  the  pitch  of  the  tone.  The 
vibrations  of  the  membrana  tectoria  in  turn  stimulate  the 
hairs  of  the  hair  cells  which  normally  project  into  its  under 
surface.  The  nerve  impulse  originating  from  all  the  hair 
cells  thus  stimulated  by  a  particular  tone  come  together 
in  the  brain  center  in  the  cortex  where  the  tone  picture 
forms  the  final  step  in  the  process  of  tone  percption. 

See  American  Journal  of  Anatomy. 

Discussion. 

Dr.  Randall: — I  have  been  greatly  interested  in  this  paper, 
which  Dr.  Shambaugh  kindly  submitted  to  me  before  the 
meeting,  asking  me  to  discuss  it.  We  have  in  the  tectorial 
membrane  of  the  cochlea  an  organ  which  has  an  undoubted 
function;  and  the  question  is  whether  this  acts  as  a  hammer 
which  stimulates  the  hair  cells,  or  whether  it  acts  merely 
as  a  damper  which  extinguishes  the  vibrations  so  soon  as 
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they  have  not  sufficient  violence  to  throw  off  the  damper 
and  maintain  vibration.  The  question  of  the  activity  of  the 
tectorial  membrane  is  one  which  I  have  always  had  before 
me  and  which  I  have  presented  to  my  students,  but  the 
essence  of  the  Doctor's  novelty  of  view  is  of  this  fibrillary 
character  the  construction  forming'  a  special  resonator  in 
itself,  differing  from  any  previous  conception,  I  think,  of 
this  membrane.  A  point  on  which  he  has  not  laid  stress 
ought  to  be  emphasized,  that  in  the  early  stages  of  the 
embryo  when  these  cells  first  begin  to  form,  the  secretion 
of  gelatinous  material  above  them  becomes  evident;  and 
before  we  have  the  hair-cells  and  nervous  apparatus,  or 
before  through  the  formation  of  this  connection  with  the 
nervous  apparatus,  the  hair-cells  develop,  Corti's  membrane 
is  formed.  We  see  the  same  in  other  portions  of  the  ap- 
paratus, in  the  cupola  of  the  ampulla,  or  the  maculae  of 
the  vestibular  sacs  in  which  this  overlying  gelatinous 
material  is  one  of  the  earliest  evidences  that  these  are 
special  sense  cells.  Therefore,  we  know  that  this  must  be 
important  structure,  for  it  is  one  of  the  earliest  structures 
formed  and  invariable  in  its  presence. 

The  fibres  of  the  membrane  basillar  have  a  distinct  sim- 
ilarity in  some  ways,  which  I  think  is  not  always  sufficiently 
dwelt  upon,  to  the  structure  which  Dr.  Shambaugh  has 
pointed  out  in  the  Corti  membrane.  You  remember  that 
while  made  up  of  a  special  series  of  cords,  the  membrana 
basillaris  has  a  marked  layer  of  quite  gelatinous  material 
both  above  and  below,  in  which  these  cords  are  imbedded. 
This  has  been  urged  as  a  distinct  point  in  their  favor  as 
essential  resonators  in  this  membrane.  So  too  the  fibrils  in 
the  tectorial  membrane  are  held  together  in  the  lightest  rela- 
tion, by  the  gelatinous  material  which  constitutes  the  major 
part  of  the  membrane  and  are  capable  of  acting  as  resonators. 
This  is  a  distinct  advance  both  in  our  conception  of  the 
anatomy  and  physiology  of  the  end-organ  of  hearing,  and  T 
think  the  Society  is  to  be  congratulated  on  having  this 
paper  presented  here. 


TWO  (  ASKS  OF  LATERAL  SIM'S  T1IRO.MP.OSIS.  PRE- 
.    SEXTIXG  SOME  I'M  "SEAL  EE  ATI 'RES. 


By  J.  E.  SHEPPARD,  M.  D.,  Brooklyn.  N.  T. 

Case  1.  Albert  M.,  aged  seven  years,  was  first  seen  by  me 
Marcb  Gth.  this  year,  having  been  referred  by  his  family 
physician,  Dr.  G.  G.  Thompson.  He  had  been  ill  with 
Scarlatina  during  December  and  January,  and  began  during 
his  convalescence,  about  two  months  before  I  saw  him.  to 
have  pain  in  his  left  ear.  which  pain  had  been  more  or  less 
constant  throughout  the  two  months,  and  was  attended  dur- 
ing most  of  the  time  by  a  discharge  from  the  ear;  this,  how- 
ever, stopped  rather  suddenly  about  a  week  before  I  saw 
him.  About  three  days  after  cessation  of  discharge,  which 
would  make  it  about  four  days  before  his  first  visit  to  me,  a 
post-mastoid  swelling  was  observed.  When  I  saw  him  this 
swelling  was  large,  red,  not  very  tender,  rather  firm,  and 
giving  a  very  distinct  sensation  of  fluctuation,  and  was 
distinctly  posterior  to  the  mastoid,  over  which  there  was 
only  a  moderate  amount  of  oedema,  and  the  auricle  only 
slightly  projecting  from  the  side  of  the  head.  The  canal 
did  not  contain  pus:  there  was  no  sagging  of  the  canal  wall ; 
the  membrana  tympani  looked  as  if  there  had  been  a  so- 
called  teat-like  postero-superior  perforation  which  had 
recently  closed.  Temperature  was  100.5°.  Immediately 
operation  was  advised,  and  performed  later  the  same  day 
at  the  Brooklyn  Hospital.  The  mastoid  was  opened  in  the 
usual  manner;  pus  and  granulations  were  found  extending 
from  the  antrum  to  the  apex ;  the  whole  bone  substance  was 
of  a  peculiar,  somewhat  soft  consistency,  giving  when  using 
the  curette  a  sensation  as  if  it  were  going  through  a  rather 
firm  Swiss  cheese.  After  thoroughly  clearing  out  the  mas- 
toid back  to  the  sigmoid  sinus,  a  horizontal  incision  was 
made  (vertical  to  the  first  incision)  through  the  soft  parts 
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and  through  the  large  posterior  swelling.  To  my  surprise 
no  pus  was  encountered,  only  in  about  the  center  of  the 
swelling  a  small  necrotic  area,  and  the  periosteum  was 
still  normally  adherent  to  the  hone.  After  loosening  this 
and  reflecting  it  in  both  directions  a  small  area  of  softened 
bone  was  found  apparently  surrounding  the  mastoid  fora- 
men; there  was  no  bleeding  on  section  of  the  emissary  vein; 
the  bone  was  removed  so  as  to  lay  bare  the  sinus  over  a 
considerable  area;  the  sinus  wall  did  not  present  a  normal 
color,  and  the  feeling  was  that  of  a  much  thickened  wall 
with  blood  flowing  through  the  sinus  beneath  the  thicken- 
ing, and  the  interpretation  I  put  upon  it-  was  that  there  was 
a  rather  extensive,  but  not  thick  parietal  thrombus,  which 
had  extended  into,  and  blocked,  the  emissary  vein.  From 
the  appearance  of  the  vessel,  and  in  the  absence  of  any 
history  of  pyaemic  manifestations,  it  seemed  to  me  that  the 
thrombus  might  not  be  infected,  and  I  determined  to  leave 
the  posterior  incision  open  a  few  days  to  facilitate  further 
operative  measures  should  they  be  indicated.  The  case, 
however,  progressed  as  if  there  were  no  sinus  involvement, 
and  the  wound  i.  e.  the  horizontal  incision  was  closed  on  the 
fourth  day  after  the  operation,  and  the  rest  of  the  wound 
healed  without  incident  so  that  the  patient  was  discharged 
well  on  April  19th. 

The  character  of  the  mastoid  infection  was  unfortunately 
not  determined,  and  for  this  reason:  During  the  operation 
I  made  the  remark  that  some  of  the  appearances  were 
suggestive  of  a  tubercular  process,  and  the  Pathologist 
understood  that  he  was  to  look  for  the  tubercle  bacillus,  and 
failing  to  find  this  in  the  material  sent  him,  did  not  investi- 
gate further. 

As  of  interest  in  the  case  I  might  mention — that  my  sup- 
position before  operation  that  I  had  to  deal  with  a  large 
posterior  subperiosteal  abscess  was  wrong — that  the  swelling 
was  evidently  due  to  the  obstructed  emissary  vein, — that 
while  no  thrombus  was  suspected  yet  there  existed  a  large 
parietal  clot  which  would  seem  not  to  have  been  infected. 
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Again,  after  finding  that  such  a  clot  did  exist  the  question 
arose.  Whal  should  be  dune  with  it?  My  determination  to 
leave  it  alone  seems  to  have  been  all  right  for  this  individual 
case,  but  would  it  be  proper  to  generalize  therefrom? 

Case  II.  Mrs.  AY.,  aged  7<i.  convalescent  from  a  double 
pneumonia,  and  a  sufferer  for  fourteen  or  fifteen  years  from 
myxoedema,  had  been  suffering  for  about  four  weeks  with 
severe  pain  in  the  right  ear  and  over  the  right  side  of  the 
head,  accompanied  by  a  distressing  pulsating  tinnitus  when 
1  was  called  in  consultation  by  her  physician,  Dr.  Currie,  on 
January  22nd,  '('7.  During  the  past  few  days  there  had 
been  a  scanty  discharge  from  the  right  ear.  There  was 
marked  tenderness  over  the  mastoid  extending  from  midway 
between  the  antrum  and  apex  down  to  the  tip,  and  pos- 
teriorly thereto.  The  auricle  was  in  a  normal  position.  The 
canal  was  practically  dry;  the  postero-superior  wall  moder- 
ately sagging.  The  membrana  tympani  was  much  reddened, 
apparently  not  perforated,  while  the  posterior  half  had  a 
characteristic  pushed-out  appearance.  Temperature  for  the 
past  two  or  three  days  had  ranged  from  101°  to  102°,  having 
been  higher  during  the  pneumonia,  then  for  a  while  lower, 
and  more  recently  somewhat  elevated  again,  but  having 
nothing  about  it  to  definitely  suggest  pyaemia.  In  spite 
of  the  age  of  the  patient,  plus  a  convalescence  from  a  severe 
double  pneumonia  and  in  entire  ignorance  of  what  particular 
bearing  the  myxoedema  might  have  on  the  prognosis, 
operation  was  advised,  and  undertaken,  the  following  day. 
■January  8th.  The  anaesthetic  used  was  ether  plus  a  little 
chloroform,  and  was  given  by  Dr.  Buist.  A  moderate 
amount  of  pus,  granulation  tissue,  and  diseased  bone  were 
found,  the  latter  leading  directly  to  the  lateral  sinus,  a 
partial  exposure  of  which  showed  such  an  unhealthy  looking 
sinus  wall  that  it  seemed  to  me  wise  to  extensively  uncover 
it:  the  drum  membrane  was  incised,  the  wound  flushed  with 
alcohol,  and  the  usual  dressing  was  applied.  Although  the 
operation  had  been  well  borne  up  to  this  point,  still  it 
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seemed  to  me  unwise  to  further  prolong  it  at  this  time.  The 
temperature  remained  between  101°  and  10'2°,  and  it  seemed 
to  me  after  three  days  that  the  sinus  should  be  opened,  which 
was  done  without  any  anaesthetic,  and  a  large  amount  of 
clot  removed.  A  moderate  flow  of  blood  was  obtained  from 
towards  the  torcular  but  practically  none  from  the  bulb, 
and  the  question  of  tying  off  the  jugular  became  a  burning 
one.  In  view  of  all  the  patient  had  been  through,  as  well  as 
of  her  present  condition,  I  decided  to  risk  it  without  doing 
this.  During  the  convalescence  there  were  two  periods  of 
decided  swelling  (infiltration)  of  the  tissues  of  the  neck, 
once  great  swelling  and  hardness  of  both  parotids,  which 
I  have  since  decided  was  probably  mumps,  and  more  or  less 
nocturnal  delirium,  as  well  as  a  temperature  which  remained 
persistently  above  normal  (99.5°  to  101.5°)  until  after  the 
wound  was  entirely  healed,  the  patient  being  discharged 
cured  on  April  16th.  The  Pathologist  reported  that  the 
material  from  the  mastoid  and  that  from  the  cloth  within  the 
sinus  contained  the  same  germs,  "staphylococcus  and 
streptococcus — principally  the  former. ' ' 

As  of  interest  in  this  case  may  be  mentioned,  the  conva- 
lescence from  a  severe  double  pneumonia,  and  the  myxoe- 
dema  of  several  years  standing,  as  well  as  the  fact  that  there 
was  nothing  previous  to  operation  to  lead  me  to  suspect  the 
presence  of  an  infective  lateral  sinus  thrombosis.  Would 
it  have  been  better  to  empty  the  sinus  at  the  time  of 
the  original  operation?  Was  I  taking  an  undue  risk  in 
not  tying  the  jugular?  I  must  confess  to  several  days  of 
great  anxiety  owing  to  the  nocturnal  delirium,  and  the  in- 
filtration of  the  tissues  of  the  neck,  and  later  the  double 
parotitis.  There  was  always  the  uncertainty  whether 
these  symtoms  were  due  to  the  myxoedema  or  to  the  sinus 
thrombus.  Again  the  persistent,  though  moderate,  eleva- 
tion of  temperature  was  for  a  long  time  disquieting  in  view 
of  the  fact  that  myxoedema  is  generally  attended  by  a 
slightly  subnormal  temperature.  Against  doing  more,  how- 
ever, there  was  always  the  fear  of  doing  too  much  surgery 
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iii  ;i  case  of  lliis  character,  and  the  outcome  perhaps  gives 
justification  for  the  policy  pursued. 


Discussion. 


Dr.  Alderton : — I  have  the  history  of  a  case  which  is 
somewhat  similar  to  that  just  presented,  in  that  there  was  no 
indication  from  a  clinical  point  that  the  sinus  was  involved. 
This  case  was  a  man.  aged  32,  a  bookkeeper.  I  was  called 
in  consulation  by  Dr.  Nielson,  of  Brooklyn.  The  patient 
had  had  all  the  diseases  of  childhood;  malaria  12  years  ago 
in  the  West  Indies;  chills  and  fever  off  and  on  ever  since. 
About  four  weeks  ago  he  contracted  a  grip  pneumonia, 
which  was  followed  by  pain  in  the  right  ear;  was  treated 
for  some  time  by  Dr.  Nielson.  About  three  weeks  ago  I 
operated  for  mastoid  trouble  and  the  hemorrhage  was  tre- 
mendous from  the  bone;  we  had  to  give  nitro  oxide  anaes- 
thesia because  of  the  pneumonia,  and  the  light  was  not  good, 
so  il  was  impossible  to  do  a  thorough  operation,  but  I 
thought  that  I  cleaned  out  all  the  necrotic  bone.  The 
wound  did  not  show  any  tendency  to  heal  and  the  patient 
was  confined  to  bed.  I  was  called  in  to  see  him  about  two 
weeks  after  the  operation  and  found  that  there  had  been 
absolutely  no  attempt  at  repair  on  the  part  of  the  wound. 
He  kept  in  fair  physical  trim,  losing  a  little  flesh  and  looking 
rather  weak.  He  was  then,  on  my  advice,  admitted  to  the 
Brooklyn  Eye  and  Ear  Hospital,  and  I  operated  on  him 
again.  The  old  incision  was  enlarged  slightly  below  and 
backward,  a  considerable  quantity  of  pus  escaping  from 
around  the  lateral  sinus  through  a  fistula  opening  into  the 
cells  toward  the  tip.  The  bone  was  very  much  congested  and 
bled  very  freely  and  the  granulations  were  in  great  quantity 
in  the  cells  remaining.  The  lateral  sinus  was  exposed  for 
about  one  and  a  half  inches  and  the  lower  part  toward 
the  jugular  bulb  was  covered  with  dark  granulations.  The 
rest  of  the  sinus  was  covered  with  a  small  quantity  of  florid 
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granulations.  The  bone  cells  deep  in  at  the  base  of  the 
mastoid  were  very  much  affected  and  were  curetted  wel] 
in  and  down  towards  the  jugular  bulb.  At  that  time,  as 
did  Dr.  Sheppard,  I  thought  that  tins  might  regenerate 
and  thought  it  inadvisable  to  go  any  further  as  the  patient's 
condition  was  not  very  good.  During  all  this  time  the 
man  had  had  no  rise  in  temperature  above  99,  had  had  no 
chill,  felt  fairly  good,  and  had  no  eye  symptoms.  In  other 
words,  he  was  simply  a  little  weak  and  showed  the  wear 
and  tear  of  the  prolonged  illness.  (Chart  passed  around). 
On  May  2.  I  decided,  because  his  general  condition  seemed 
to  be  gradually  failing,  to  operate  again  and  I  then  continued 
the  incision  downward  along  the  sterno-cleido-mastoid 
muscle  and  came  down  upon  the  jugular — and  I  should  have 
said  that  pressure  in  the  neck  at  this  time  would  force  some 
pus  through  the  depths  of  the  wound  down  toward  the  bull) 
of  the  jugular.  I  cut  down  upon  the  jugular  vein,  which 
seemed  to  be  very  much  inflamed  and  the  tissues  surrounding 
it  were  firmly  adherent  to  it,  and  ligated  it  and  then  tried 
to  expose  it  upward.  When  I  did  this  I  came  upon  what  was 
apparently  another  jugular  vein  and  for  a  minute  I  thought 
I  had  not  tied  the  jugular  vein,  but  when  I  followed  the 
second  vein  downward  I  found  that  it  paralleled  the  former 
jugular  just  behind  the  artery  and  that  the  first  jugular  lay 
slightly  in  front  and  over  the  artery.  Then  at  the  upper 
part  of  the  posterior  jugular  there  was  an  eroded  spot  with 
pus  exuding  and  by  syringing,  after  ligating.  through  this 
posterior  jugular,  the  water  came  through  a  perforation 
in  the  lateral  sinus  just  above  the  lower  edge  of  the  opening 
which  I  had  made  in  the  hone,  so  that  the  conclusion  was 
warranted  that  this  was  such  a  case  as  we  have  seen  men- 
tioned in  literature  where  there  was  a  double  jugular  on 
one  side.  Evidently  there  had  been  a  thrombosis  of  the 
lateral  sinus  which  produced  necrosis  of  the  wall  of  the 
lateral  sinus  and  necrosis  of  the  jugular  vein  deep  in  the 
neck  below  the  foramen,  so  that  on  pressure  here  the  pus 
was  forced  out  through  the  lateral  sinus  above.       It  was 
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walled  off  above,  but  I  introduced  ;i  curette  above  and 
removed  ;i  clot  which  was  followed  by  a  flow  of  blood.  The 
man  has  done  so  far  very  well,  is  picking  up  flesh  and  looks 
in  very  good  shape,  but  the  curious  thing  to  me  was  the 
fact  that  there  was  no  indication,  notwithstanding  all  this 
pus.  of  any  septic  infection.  His  tongue  was  clean  and 
there  was  no  indication  in  the  temperature  chart  that  such 
a  condition  existed. 

Dr.  Bacon  : — I  would  like  to  ask  if  a  blood  count  was  made 
in  this  case? 

Dr.  Alderton:  -Unfortunately,  a  blood  count  was  not 
made  as  the  Hospital  was  being  rebuilt  and  the  laboratory 
was  out  of  commission. 

Dr.  Knapp : — T  think  this  is  very  interesting.  I  do  not 
remember  ever  hearing  of  so  complete  a  case  as  this,  and 
of  course  from  an  anatomical  point  of  view  the  double 
jugular  is  of  very  rare,  occurrence. 

Dr.  Leland: — I  would  like  to  ask  if  in  any  of  these  cases 
there  has  been  observed  post-operative  cerebral  venous  con- 
gestion ? 

An  article  in  the  "Archiv  fiir  Ohrenheilkunde"  a  short 
time  ago  drew  attention  to  this  congestion  and  cited  several 
cases. 

In  a  case  operated  on  by  me  in  1897  in  which  the  right 
jugular  was  shut  off,  I  have  been  told  that  for  the  last  few 
years  he  has  suffered  from  what  has  been  described  as  a. 
"fullness  of  the  head"  which  seems  to  come  after  over-eat- 
ing or  over-exertion;  that  this  subsides  after  a  short  rest. 
These  attacks  are  described  as  "a  terrible  time  with  his 
head."  with  more  or  less  vertigo.  It  may  be  mentioned 
in  this  presence  that  the  jugular  veins  may  vary  in  size,  and 
of  course  we  do  not  know  whether  we  have  tied  off  the  large 
or  the  small  one.    In  view  of  these  cases  it  may  be  well  to 
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consider  that  ligation  may  not  be  the  simple  thing  which 
it  seems  likely  to  be  thought  to  be,  and  therefore  it  behooves 
us  not  to  do  it  without  thought  of  possible  consequences, 
hence  only  in  extreme  cases. 

I  am  glad  that  the  last  speaker  has  mentioned  cases  in 
which  evident  otitic  pyaemia  has  been  recovered  from  with- 
out ligation.  It  has  been  my  experience  that  many  eases 
have  recovered  when  the  focus  of  infection  in  the  mastoid 
process  and  even  on  the  dura  in  the  peri-sinous  space,  has 
been  removed,  the  system  being  able  by  means  of  its 
opsonins,  or  whatever  else  is  the  protective  power  of  the 
blood,  to  take  care  of  a  certain  amount  of  infection  even 
when  there  has  been  high  leucocytosis  with  even  high  poly- 
morphonuclear percentage.  Hence  it  is  my  custom  unless 
the  case  is  desperate  to  wait  two  or  three  days  with  constant 
and  careful  watching  to  see  if  the  patient  will  not  be  able 
to  overcome  the  sepsis:  and  this  would  evidently  be  perfectly 
possible  in  those  cases  of  osteo-phlebitis  (Korner)  when  the 
whole  of  the  infective  material  can  be  removed:  as  well  as 
perhaps  in  some  cases  where  there  is  but  yet  only  a  slight 
amount  of  clot  formation. 

Dr.  Alderton : — I  would  like  to  say  that  in  this  case  there 
was  no  necessity  of  ligating  the  jugular  because  it  was 
absolutely  walled  off,  but  I  did  not  know  that.  The  pus  had 
broken  out  in  the  deep  tissues  of  the  neck  above  and  beyond 
that  the  tissues  were  walled  off  and  there  would  have  been 
no  danger  in  not  ligating  it. 

Dr.  Crockett : — Last  year  I  had  a  precisely  similar  case  of 
double  jugular,  one  portion  in  front  of  the  carotid  and  one 
portion  behind.  I  found  it  purely  accidentally  as  I  was 
dissecting  down  to  see  if  1  was  not  including  the  pneumo- 
gastric  nerve  in  the  suture. 

Dr.  Gruening: — I  have  also  seen  such  a  case  quite  recently. 
It  was  also  new  to  me,  hut  it  must  happen  more  frequently 
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than  is  supposed,  because  T  had  three  eases  occurring  in  a 
comparatively  short  time.  Dr.  Eagleston  lias  worked  out 
this  matter.    Perhaps  he  can  tell  us  something. 

Dr.  Eagleston: — 1  went  over  the  literature  following  a 
disastrous  case  I  had  of  complete  ligation  of  the  jugular  and 
removal  of  the  thrombus.  The  patient  had  an  intense 
,  followed  by  atrophic  blindness  and  then  entire 
engorgement  of  the  eye,  the  veins  of  the  patient's  head 
standing  out  Like  whip  cords,  which  after  many  days  sub- 
sided, giving  the  appearance  of  meningitis — subsiding  but 
leaving  him  totally  blind.  A  little  while  afterwards  there 
was  the  development  of  an  enormous  hernia  cerebri  and 
death  from  the  infection  about  four  months  later,  the  child 
still  being  nearly  totally  blind  although  towards  the  end  he 
was  able  to  recognize  large  objects.  We  had  an  autopsy 
and  found  that  he  had  a  large  jugular  on  the  side  that  we 
ligated,  and  on  the  other  side  the  jugular  was  almost  entirely 
absent.  We  had  ligated  the  main  blood  channel  from  his 
head.  I  went  over  the  literature  at  that  time  and  found 
that  there  are  a  number  of  cases  reported.  It  also  seemed 
to  me  that  the  occurrence  of  the  optic  neuritis  which  we 
see  so  frequently  is  due  to  the  cutting  off  of  the  venous  flow. 
In  17  skulls  that  I  examined  I  found  that  in  3  of  them  the 
jugular  foramen  on  the  one  side  was  very  small.  And  on 
examination  of  a  thousand  skulls  by  some  man  in  Germany 
he  found  that  in  30%.  of  them  the  jugular  foramen  was 
sometimes  entirely  absent,  and  sometimes  only  very  small. 

Dr.  Bacon: — I  think  the  condition  of  the  patient  is  of 
very  great  importance.  I  think  very  often  we  are  too 
anxious  to  do  a  complete  operation  and  do  not  always  con- 
sider the  condition  of  the  patient  and  it  seems  to  me  that  it 
is  very  much  better,  even  if  we  have  not  established  the 
flow  of  blood  from  the  bulbar  end,  to  wait  24  hours,  if 
the  patient's  condition  is  not  at  all  alarming.  I  have  very 
often  found  that  after  waiting  an  operation  is  not  necessary. 
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Dr.  Gruening: — Yesterday  Dr.  Reik  read  a  statistical 
paper,  demonstrating  that  of  the  cases  reported,  cases  of 
sinus  thrombosis  with  ligation  of  the  jugular  gave  a  better 
result  than  those  without.  I  wish  merely  to  say  that  I 
am  heartily  in  favor  of  ligation  and  think  that  we  often 
make  a  serious  mistake  in  not  ligating.  The  conditions  of 
which  Dr.  Eagleston  spoke  are  exceedingly  rare.  I  have 
never  met  with  any  such  condition,  and  I  reported  a  case 
yesterday  where  I  was  obliged  to  ligate  the  jugular,  though 
on  the  other  side  the  sigmoid  sinus  was  thrombosed  and  even 
in  this  case  there  were  no  circulatory  disturbances.  Of 
course,  small  jugulars  occur,  absence  of  one  sigmoid  sinus 
may  occur,  double  jugulars  do  occur,  but  these  are  rare 
anatomical  anomalies  which  we  cannot  consider  in  our 
clinical  work. 

Dr.  Sheppard  (closing): — I  have  nothing  to  add  except 
perhaps  a  word  in  regard  to  the  circulatory  disturbances. 
Two  of  my  cases,  after  opening  of  the  sinus  and  ligation 
of  the  jugular,  have  shown  a  distinct  enlargement  of  the 
face  upon  the  operated  side  which  continued  to  be  distantly 
visible  for  more  than  a  year  after  the  operation.  I  do  not 
know  whether  this  has  a  frequent  observation  or  not. 


"A  CASE  OF  CHRONIC  OTITIS  MEDIA,  HEMORRHAGE 
INTO  THE  EXTERNAL  AUDITORY  CANAL,  PER- 
FORATION OF  THE  WALL  OF  PHARYNX,  WITH 
FATAL  HEMORRHAGE  PROM  THE  JUGULAR  VEIN." 

FREDERICK     L.     JACK     AND     FREDERICK     H.  VERHOEFF, 

Boston,  Mass. 

•I.  ( ).  Two  ;md  one-half  years  old,  was  first  seen  at  the 
Massachusetts  Charitable  Eye  and  Ear  Infirmary  on  January 
8th,  1907,  when  the  following  history  was  obtained.  The 
patient  had  never  had  any  of  the  diseases  of  childhood,  or 
trouble  with  the  ears  prior  to  the  present  attack.  For  two 
weeks  she  had  been  fretful  and  evidently  in  pain.  A  dis- 
charge of  pus  from  the  right  ear  had  been  noticed  for  several 
days  and  a  swelling  post-aural  and  in  the  neck  for  nearly  a 
week.  Considerable  coagulated  blood  was  found  in  the  right 
meatus.  Over  the  mastoid  tip  extending  about  one  inch  below 
and  one  ami  one-half  inches  posteriorly  was  a  large  fluctuat- 
ing swelling  the  size  of  a  tangerin,  tender  on  pressure.  About 
two  hours  following  admission  to  the  ward  the  child  was 
taken  with  severe  hemorrhage  from  mouth  and  nose.  When 
the  House  Surgeon  arrived  the  child  was  not  breathing  and 
was  exsanguinated.  Clots  were  found  in  the  mouth  and 
nares,  with  signs  of  vomitus  on  clothing.  Adrenalin  was 
given  subcutaneously  and  normal  salt  solution,  together 
with  artificial  respiration,  but  without  avail. 

Autopsy  by  Dr.  Verhoeff.  19  hours  after  death  only.  Body 
that  of  a  fairly  well  nourished  female  child.  Slight  rigor 
mortis.  Lividity  of  dependent  parts.  Both  nostrils  and  right 
external  auditory  canal  are  filled  with  clotted  blood.  Below 
and  slightly  behind  the  meatus  there  is  a  swelling  about  the 
size  of  an  olive  over  which  the  skin  shows  ecchymosis.  Men- 
inges and  brain  are  normal — no  evidences  of  tuberculosis. 
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The  venous  sinuses  are  free,  including  the  right  lateral  sinus 
and  bulb.  The  whole  temporal  hone  with  a  large  amount  of 
the  soft  tissues  beneath  it,  including  a  portion  of  the  wall 
of  the  pharynx,  removed  and  hardened  48  hours  in  10  per 
cent  formaline.  A  stream  of  water  can  be  forced  through 
the  carotid  canal  without  any  of  it  finding  its  way  into  the 
tympanum.  The  soft  tissues  beneath  the  hone,  which  contain 
the  carotid  artery  and  juglar  vein,  are  infiltrated  with  blood 
from  a  large  hemorrhagic  extrasation.  This  is  in  communica- 
tion with  the  pharynx  a  short  distance  below  the  mouth  of 
the  Eustachian  tube.  It  also  extends  outward  to  the  angle 
of  the  jaw,  undermines  the  subcutaneous  tissue,  forms  the 
swelling  already  mentioned,  and  communicates  with  the 
lumen  of  the  externa!  auditory  canal  at  the  bony  margin  of 
the  latter.  The  tympanic  membrane  is  now  intact,  but  is 
retracted  and  united  to  the  promontory,  evidently  as  the  re- 
sult of  an  old  perforation.  The  tympanic  cavity  and  Eu- 
stachian tube  contain  a  large  amount  of  exudate,  but  are 
free  from  blood.  The  ossicles  are  in  situ.  Attached  to  the 
wall  of  tlie  tympanum  are  several  small  polyps.  The  attic 
and  mastoid  cells  are  filled  with  exudate,  but  the  bony  tissue 
is  apparently  not  necrotic.  The  lining  of  the  carotid  artery 
in  its  nearest  vicinity  to  the  tympanum  and  Eustachian  tube, 
is  smooth  and  intact. 

Histological  Examination:  (Decalcification  in  5  per  cent, 
nitric  acid,  embedding  in  celloidin.)  The  wall  of  the  external 
auditory  canal  shows  a  marked  inflammatory  reaction  and  is 
<j'iviiif>'  off  an  exudation  of  pus  cells.  The  tympanum  shows 
the  appearances  characteristic  of  chronic  suppurative  otitis 
media.  The  submucosa  is  markedly  infiltrated  with  chronic 
inflammatory  cells  and  the  free  exudate  consists  chiefly  of 
serum  and  pus  cells.  The  lining  epithelium  is  comparatively 
normal.  The  polyps  are  found  to  consist  of  oedematous  con- 
nective tissue,  only  slightly  infiltrated  with  inflammatory 
cells.  The  air  spaces  leading  out  from  the  tympanic  cavity 
arc  tilled  with  sero-purulent  exudate.    The  medullary  spaces 
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of  the  surrounding  bone  show  an  infiltration  with  chronic 
inflammatory  cells,  among  which  plasma  cells  largely  pre- 
dominate, and  occasional  foci  of  pus  cells.  The  internal  ear 
is  normal.  The  carotid  artery  itself  is  normal,  but  its 
sheath  shows  a  marked  chronic  inflammatory  read  ion  which 
extends  as  far  as  the  first  bend  in  the  bony  canal,  hut  which 
is  most  marked  at  the  entrance  of  the  latter.  The  sheath 
of  the  artery  for  a  short  distance  is  infilterated  with  blood 
which  has  forced  its  way  from  the  large  hemorrhage  be- 
neath the  temporal  bone.  The  soft  tissues  in  which  this 
hemorrhage  has  taken  place,  are  involved  in  a  formation  of 
granulation  tissue  in  which  occur  Large  areas  of  pus  cells. 
The  wall  of  the  jugular  vein,  which  passes  through  this 
abscess,  is  completely  necrotic,  lined  with  purulent  thrombi, 
and  in  places  perforated.  Higher  up  where  the  vein  is  in 
relation  with  the  bone,  its  wall  is  normal. 

Seel  ions  of  the  abscess  beneath  the  temporal  bone,  stained 
by  the  Gram  method,  show  numerous  streptococci  occurring 
in  short  chains  and  pairs.    Xo  other  bacteria  are  to  be  seen. 

Diagnosis:  Chronic  suppurative  otitis  media.  Abscess  be- 
neath temporal  bone,  due  to  streptococuccus  pyrogenes. 
Performation  of  internal  jugular  vein.  Infected  hematoma. 
Hemorrhage  into  external  auditory  canal.  Perforation  of 
wall  of  phraynx,  with  fatal  hemorrhage  from  jugular  vein. 

Bibliography. 

Hessler,  Archiv  fur  Otologic    Vol.  XVIII. 
Steinbriigge,  Zeitchr  fur  Otologic    Vol.  XIII. 
Sutphen,  Zeitchr  fur  Otologic    Vol.  XVII. 
Baizeau  Gaz.  des  Hop.  1881-88. 
Choyan  Arch.  Gen  de  med.  1866. 

Grossmann,  Casuist.  Beitr.  z.  Ophth  and  Otiatr.  Rest 
1879. 

Busch-Sautesson,  Schmidtsche  Yahrb.  1862. 
Pilz,  Dissert,  inaugen.    Berlin  1865. 


CHRONIC  OTITIS  MEDIA. 


54] 


Sokolowsky,  Centralbl.  f.  Chirurgie.  1881. 
Toynbee,  Dis.  of  the  Ear.  1860. 

Prescott-Hewett,.  Arch.  Genl.  de  Med.    Vol.  XIV.  1837. 
Broca  Tolly,  Areh-de  Med.  1866. 
Hermann,  Wlen,  Mod.  Wochenschr.  1867. 
Ward.  Trans,  of  the  Pathol.  Soc.  1846. 
Dennce,  Bull-de  I'acad.  1878. 

Discussion. 

Dr.  Randall: — I  have  never  seen  a  ease  quite  parallel  to 
this;  but  I  am  not  sure  whether  1  put  on  record  in  this 
Society  a  ease  that  came  to  me  some  twenty  years  ago  with 
middle  ear  trouble,  imperforate  drum  head  and  symptoms 
somewhat  vague,  but  considerable  fever,  yawning  and  gen- 
eral signs  of  illness.  I  sent  the  patient  into  the  hospital 
but  through  a  mistake  he  was  put  in  the  hands  of  a  general 
surgeon  and  when  I  saw  him  the  next  day  practically  noth- 
ing had  been  done  for  him.  I  carried  out  the  treatment 
that  was  indicated  and  arranged  to  take  the  patient  into  my 
hands.  The  next  day  I  received  a  note  from  the  general  sur- 
geon asking  me  to  the  autopsy,  the  patient  having  died  in  the 
night  of  hemorrhage  from  the  ear.  evidently  a  rupture  of  the 
carotid  out  through  the  drum  head.  Autopsy  was  not  ob- 
tained, however,  and  the  case  is  therefore  utterly  incomplete 
as  to  its  record.  In  the  Museum  of  the  College  of  Physicians 
in  Philadelphia  we  have  one  of  the  Politzer  preparations 
which  shows  marked  cholesteatoma,  erosion  of  the  sigmoid 
sulcus  and  the  history  that  the  patient  died  from  hemorrahge 
of  the  lateral  sinus.  This  is  hardly  apropos,  but  somewhat 
akin  to  Dr.  Jack's  interesting  ease. 

Dr.  Harlan  : — I  have  at  home  some  specimens  showing  how 
a  large  destruction  of  the  bone  in  the  immediate  neighbor- 
hood of  the  blood  vessels  can  take  place  without  doing  harm 
apparently  to  the  blood  vessels  themselves.     The  patient,  a 
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negro  child,  lour  or  five  years  of  age,  came  to  the  Dispen- 
sary ;i  single  time  with  ;i  history  of  having  ;i  discharging 
ear  and  there  were  four  or  five  Large  sinuses  behind.  It 
was  not  even  necessary  to  cut  anything  open,  but  in  passing 
a  probe  in  I  found  large  pieces  of'  loose  hone  on  the  inside. 
And  they  were  taken  out  from  the  openings  behind  the  ear 
with  a  paii-  of  forceps.  They  were  so  large  that  most  of 
them  were  preserved.  Here  was  a  cavity  which  seemed  to  be 
all  of  the  deeper  portion  of  the  temporal  bone.  Subsequent- 
ly I  had  an  opportunity  to  wash  them  up.  One  %  of  an 
inch  long  and  more  than  1-  wide  you  can  identify  very 
readily  as  pari  of  the  wall  of  the  lateral  sinus,  and  the  other 
you  can  readily  recognize  as  the  curved  carotid  canal,  show- 
ing that  the  necrotic  process  had  gone  to  the  extreme  inner 
(  lid  of  the  temporal  bone.  The  story  was  that  the  child's  ear 
had  been  running  for  some  time  but  had  not  done  any 
particular  harm.  As  a  matter  of  fact,  1  never  succeeded 
in  getting  the  child  back  to  the  hospital  again,  hut  on  in- 
quiry it  was  said  to  be  doing  very  well. 


SOME  MOOTED  POINTS  IN  TYMPANIC  ANATOMY. 


By  B.  ALEX.  RANDALL,  M.  A.,  M.  D.,  and  RALPH  BUTLER,  M.  D., 

Philadelphia. 

The  authorities  on  the  anatomy,  microscopic  and  gross,  of 
the  human  tympanum  and  its  adjacent  structures  are  often 
clear-cut  and  emphatic  but  by  no  means  so  unanimous  in 
their  descriptions ;  and  the  portrayal  of  its  details,  while 
fairly  adequate,  is  generally  far  short  of  the  beauty  and 
accuracy  which  ought  to  be  attainable.  As  the  contradic- 
tions can  hardly  be  ascribed  to  error  on  the  part  of  such 
competent  observers,  we  must  recognize  that  there  is  much 
inconstancy  of  details;  and  a  little  experience  shows  that 
no  two  specimens  agree  in  all  points  and  makes  us  wonder 
at  the  polemic  tone  in  which  some  anatomists  have  assailed 
these  divergent  findings  of  other  careful  men.  It  has  seemed 
worth  while,  therefore,  to  present  a  series  of  specimens  of 
the  human  anatomy  prepared  by  Dr.  Butler  in  the  McManes 
Laboratory  of  the  University  of  Pennsylvania  as  showing 
that  of  opposed  contentions  both  may  be  true,  while  there  is 
sometimes  a  middle  ground  that  accords  with  neither,  or 
possibly  reconciles  both. 

Probably  the  best  description  and  illustration  of  this  sub- 
ject is  that  of  Gustav  Brunner,  (Englemann,  Leipsic,  1870) 
and  we  have  generally  accepted  them  as  accurate ;  but 
whereas  Zuckerkandl  has  stated  that  the  interossicular  arti- 
culations are  true  joints,  Brunner  has  found  only  synchon- 
drosis between  the  incus  and  the  stapes.  Of  the  specimens 
which  we  present  (PI.  I,  fig.  4)  one  horizontal  sec- 
tion shows  a  bare  trace  of  the  synovial  sac  between 
the  cartilaginous  surfaces;  while  another  (PI.  II, 
fig.  4)  and  the  specimens  cut  vertically  leave  no 
question  as  to  a  joint-cavity.  Unmistakable  as  is  the  inter- 
space throughout  the  periphery  of  the  joint,  the  most  central 
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Fig.  f.  Vertical  section  of  Attic,  Malleus  and  Drumhead,  showing  the  Tensor 
tympani  and  its  relation  to  the  Facial  nerve  and  the  Chorda. 

Fig.  2.  Vertical  section  of  Attic,  Incus  and  head  of  Stapes,  showing  the 
synovial  sac  of  a  true  joint  between  the  ossicles.  The  relation  of  the  Facial 
nerve  to  the  Ampulla  of  the  horizontal  Semicircular  canal  and  that  of  the 
Chorda  to  the  Troeltsch  fold  and  Drumhead  arc  well  shown. 

Fig.  3.  Horizontal  section  of  the  Malleus-head  and  of  the  body  and  short 
process  of  the  Incus  with  the  posterior  tympanic  wail.  The  strong  ligament 
forming  the  inner  side  of  the  articulation  and  the  meniscus  of  fibro-cartilage 
within  its  synovial  sac  show  clearly,  as  well  as  the  fan-shaped  attachment  of 
the  Incus  to  the  back  wall. 

Fig.  4.  Horizontal  section  of  the  Stapes,  Oval  Window,  Stapedius  muscle 
and  the  Drumhead.  The  relation  of  the  Malleus-handle  to  the  Drumhead  and 
its  pouches  is  well  marked,  as  also  of  the  Facial  nerve  and  the  Stapedius; 
but  no  true  joint  is  here  discernible  of  the  Stapes  with  the  Incus  on  the  one 
side  or  the  window-margins  on  the  other. 
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Fig.  1.  Vertical  section  of  the  posterior  tip  of  the  Incus  ami  its  attach- 
ments to  the  tympanic  walls,  the  inner  of  which  shows  the  bonv  and  mem- 
branous horizontal  semicircular  canal,  the  Facial  nerve  in  its  canal  and  the  Stap- 
edius within  the  pyramid.  The  grooving  of  the  outer  margin  for  the  Chorda 
and  the  insertion  of  the  Drumhead  upon  it  are  also  shown. 

Fig.  2.  Vertical  section  through  the  Incus,  Stapes-head  and  adjacent  walls. 
Slight  displacement  causes  gaping  of  the  synovial  sac  of  the  1  ncudo-stapedial 
joint,  the  shank  of  the  Incus  is  almost  separate  from  the  body,  its  external 
ligament  is  well-marked  and  the  Chorda,  occupying  the  edge  of  the  Troeltsch 
fold  is  not  in  this  section  attached  to  the  Incus-shank. 

Fig.  3.  Horizontal  section  through  the  Stapes,  Stapedius  and  Labyrinth. 
The  Stapes  is  distorted  and  the  posterior  edge  of  the  footplate  shows  a  synovial 
space  in  the  articulation  with  the  window-margin.  The  Facial  nerve  is  cut 
just  where  the  branch  is  given  off  to  the  Stapedius. 

Fig.  I.  Horizontal  section  of  the  Stapes,  St  aped  i  us- tendon  and  the  articula- 
tion with  the  Incus  and  Oval  Window.  There  is  a  partial  meniscus  within  the 
synovial  sac  between  the  Stapes  and  Incus,  and  a  cleavage  of  the  annular 
ligament  posteriorly,  apparently  due  to  the  normal  presence  of  a  synovial 
cavitv  and  not  to  distortion. 

Fig.  5.  More  magnified  view  of  another  section  of  the  same  specimen  as 
Fig.  !!,  showing  the  synovial  sac  of  a  true  joint  in  the  posterior  part  of  the 
annular  ligament.  A  few  delicate  threads  pass  between  the  well-defined  serous 
walls. 
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culs  lack  absolute  definition  of  cavity  and  synovial  walls — 
so  the  third  possibility  must  be  entertained  of  a  central 
cartilaginous  attachment — a  sort  of  ligamentum  teres  or  a 
meniscus  of  fibro-cartilage  with  attachments  to  the  articular 
surfaces,  as  has  been  claimed  by  Ruedinger.  This  last  is 
certainly  present  in  some  of  our  cuts.  In  specimens  from 
very  youthful  subjects  we  have  seen  the  synovial  cavity 
clear-cut  ;  so  the  variations  do  not  seem  a  matter  of  develop- 
ment, as  is  usually  the  ease  with  bursal  sacs.  A  joint  cavity 
we  believe  to  be  present  in  most  cases;  but  it  may  be 
wholly  obscured  in  certain  sections  by  the  attachment  to  the 
joint-surfaces  of  an  intra-artieular  meniscus. 

Descriptions  and  pictures  of  the  attachment  of  the  stapes 
to  the  oval  window-margins  are  fairly  unanimous,  indicating 
a  symphysis  of  hyaline  and  fihrocartilage ;  but  two  of  our 
specimens  show  so  ready  and  uniform  a  cleavage  in  the  pos- 
terior portion  of  the  ligament  as  to  suggest  a  joint  cavity 
here,  as  claimed  by  Blake  and  Reik.  Such  a  finding  would 
contradict  the  usual  view  that  it  is  the  anterior  margin  of 
the  footplate  which  has  motion,  while  the  posterior  merely 
hinges.  The  longer,  looser  anterior  part  of  the  annular  liga- 
ment has  revealed  to  us  no  such  structure.  This  would  mili- 
tate against  ascribing  to  the  Stapedius  muscle  the  function 
of  drawing  the  stapes  outward  and  limiting  the  inward 
pressure  exerted  by  the  Tensor  tympani  through  the  malleus 
and  incus,  and  it  may  cooperate  rather  than  counteract.  The 
Facial  nerve  is  found  in  intimate  relation  with  the 
stapedius  and  without  bony  separation  in  our  sections,  sev- 
eral of  which  demonstrate  strikingly  the  branch  ineryating 
the  muscle. 

An  obturator  membrane  filling  the  space  between  the 
crura  of  the  stapes  which  Bryant  missed  in  but  '2  per  cent,  of 
his  cases,  has  never  been  observed  in  our  dissections,  which 
have  occasionally  shown,  however,  some  such  net-work  of 
fibrous  bands  as  has  been  well  figured  by  Politzer.  These  with 
their  attachments  to  the  walls  of  the  stapes-niche  have  un- 
doubtedly important  relation  to  the  impaired  air-conduction 
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111  catarrhal  deafness  and  can  by  their  rigidity  easily  con- 
stitute a  pseudo-anchylosis  of  the  stapes. 

The  articulation  of  malleus  and  incus  has  often  been  well 
described  but  not  so  usually  well  illustrated.  Some  have 
doubted  the  strong  definition  of  the  internal  (mesial)  liga- 
ment— some  miss  the  meniscus  within  the  joint,  although 
Siebenmann  finds  this  alone  and  claims  that  there  is  no 
joint-cavity.  Helmholtz'  description  of  the  gross  anatomy 
and  mechanism  has  been  generally  accepted.  We  find  a 
true  joint  with  its  synovial  cavity  incomplete  in  only  a  few 
places  and  with  the  fibro-cartilaginous  meniscus  generally 
unmistakable.  This  structure  is  very  variously  described  by 
those  who  do  not  deny  its  presence.  It  is  usually  triangular 
in  aspect  and  with  its  thick  edge  inward — in  relation  with 
the  strong  internal  ligament ;  but  has  been  seen  with  its 
base  outward  and  has  been  described  with  this  upward  dif- 
fering in  various  specimens  or  possibly  in  the  same,  when  cut 
at  different  levels.  It  is  attached  at  various  points  to  the 
articular  surfaces;  and  cuts  may,  therefore,  show  an  appar- 
ent absence  of  the  synovial  cavity  if  they  fall  at  a  point 
where  such  attachments  are  present  on  both  sides. 

The  attachment  of  the  tip  of  the  short  process  of  the  incus 
to  the  posterior  tympanic  wall  has  not  shown  evidence  in 
any  of  our  specimens  of  the  true  joint  claimed  by  a  few 
writers  to  occur  here.  We  have  found  only  ligamentous 
bands  passing  from  the  cartilage-sheathed  tip  to  both  sides 
of  the  niche,  with  cartilage  generally  absent  from  the 
tympanic  walls — through  fairly  marked  externally  in  one  in- 
stance. Yet  it  is  on  the  mesial  side  that  the  ligamentous 
attachment  is  generally  strongest,  sometimes  passing  around 
the  end  of  the  process  from  the  external  side  to  insert  itself 
inward;  and  one  of  Blake's  beautiful  macroscopic  prepara- 
tions of  the  infant  ossicles,  as  shown  in  Randall  and  Morse, 
"Photographic  Illustrations,"  presents  a  well-defined  artic- 
ular facet  on  this  mesial  side. 

Study  of  the  drum-head  has  borne  out  Brunner's  excellent 
and  generally  accepted  presentation  as  to  the  relation  of  the 
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radiate  externa]  and  circular  inner  fiber-layers  of  the  mem- 
brana  propria,  excepl  thai  in  the  lower  segmenl  the  radiate 
fibers  mass  markedly  as  they  converge  towards  the  umbo, 
increasing  the  thickness  of  (his  layer  from  36 ^ near  the  peri- 
phery to  full  84/i  near  the  center.  These  fibers  have  also  been 
found  to  pass  almost  wholly  behind  the  tip  of  the  malleus- 
handle  to  find  insertion;  although  they  doubtless  pass  to  or 
across  the  front  of  the  manubrium  higher  up,  as  generally 
described. 

The  fold  suspending  the  Chorda  as  it  traverses  the  tymp- 
anum and  forming  the  inner  wall  of  Troettsch's  posterior 
pouch  has  often  been  described  as  consisting  solely  of 
mucous  membranes;  but  we  find,  certainly  in  some  of  our 
cuts,  bands  of  strong  fibers  like  those  of  the  membrana  prop- 
ria. One  preparation  shows  in  a  series  of  sections  a  plate 
of  bone  apparently  imbedded  in  this  fold:  but  this  is  prob- 
ably the  free  tip  of  the  posterior  spina,  of  the  annulus. 

Discussion. 

Dr.  Omening:— Yesterday  I  listened  to  the  address  of  Dr. 
Osier.  He  said  that  there  are  some  men  who  do  practical 
work  and  some  men  who  do  research  work,  but  there  are 
rare  men  who  do  both  practical  and  research  work.  I  think 
Dr.  Randall  is  one  of  these  rare  men  and  I  think  the  Society 
may  congratulate  itself  upon  receiving  this  beautiful  dem- 
onstration. 

Dr.  Shambaugh  :— Discussion  of  demonstration  of  some 
mooted  points  in  tympanic  anatomy.  There  is  one  point 
brought  out  in  this  work  presented  by  Dr.  Randall  that  I 
would  like  to  emphasize.  It  is  that  one  cannot  give  a 
definite  description  of  an  anatomical  detail  that  will  apply 
to  all  cases.  A  great  many  variations  occur  from  the  typical 
relation  that  are  not  pathological  but  simply  represent 
anatomical  variations. 
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There  is  a  point  in  tympanic  anatomy  that  lias  interested 
me  somewhat.  It  is  a  point  not  touched  upon  in  this  work 
by  Dr.  Randall,  however.  This  is  the  reduplication  of  mu- 
cous membrane  which  one  so  frequently  finds  forming  hands 
which  connect  the  ossicles  with  the  walls  of  the  tympanum. 
These  folds  or  membranes  vary  a  great  deal,  and  they  un- 
doubtedly play  an  important  practical  part  in  the  question 
of  drainage,  especially  of  the  attic  when  this  is  the  seat  of 
an  inflammatory  disease.  I  do  not  wish  to  give  the  impression 
that  one  must  always  look  for  a  practical  bearing  when  one 
is  making  a  study  of  anatomical  details.  We  are  too  often 
inclined  to  ask  the  question  "Have  these  anatomical  details 
any  practical  bearing  on  the  clinical  study  of  the  disease 
of  a  part"  before  Ave  allow  ourselves  to  take  up  seriously  the 
study  of  these  details.  This  is  entirely  the  wrong  attitude. 
The  man  of  internal  medicine  expects  to  know  accurately 
the  histological  details  of  the  internal  organs,  as.  for  ex- 
ample, the  liver,  irrespective  of  whether  these  details  may 
have  a  practical  hearing  that  is  apparent. 

As  specialists  on  the  ear  it  is  quite  as  important  that  we 
should  have  an  accurate  knowledge  of  all  the  anatomical 
details,  in  the  tympanic  cavity,  for  example,  if  we  would 
be  able  to  have  a  correct  understanding  of  the  function  of 
the  middle  ear. 
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By  E.  TERRY  SMITH,  M.  D.,  Hartford,  Conn. 

A.  K.  A.,  a  man  forty-six  years  of  age,  was  referred  to 
me  by  Dr.  Rankin  of  South  Glastonbury,  on  April  15th, 
1  !>()(j.  He  Ii;hI  had  a  discharging  car  for  some  weeks,  and 
had  been  treated  a1  one  of  our  Hospitals  for  two  weeks. 

He  was  having  excruciating  pain  over  the  entire  Lefl 
side  of  his  head  and  had  had  to  have  morphine  in  increas- 
ing doses.  Upon  examination  I  found  thai  there  was  rather 
a  thick  discharge  in  the  righl  canal  and  only  a  pin-hole 
perforation  in  the  drum.  I  enlarged  this  small  opening 
and  for  several  days  following  he  experienced  considerable 
relief.  I  next  saw  the  ease  on  April  :5<>th.  at  St.  Francis 
Hospital. 

Dr.  Rankin  said  that  he  had  done  fairly  well  up  to  thirty- 
six  hours  previously,  when  he  had  noticed  that  the  external 
rectus  of  the  right  eye  was  paralyzed  and  that  his  pupils 
were  unequal  and  he  seemed  delirious. 

Upon  examination  I  found  considerable  discharge  in  the 
right  canal,  which  bacteriologically  proved  to  he  an  at- 
tenuated, mixed  infection.  There  was  a  good  sized  open- 
ing in  the  drum.  The  mastoid  was  not  at  all  tender.  The 
right  external  rectus  muscle  was  paralyzed  and  the  pupils 
were  unequal,  but  responded  sluggishly  to  both  light  and 
accommodation. 

Upon  percussion  over  the  right  tempero-sphenoidal  re- 
gion there  was  marked  dullness.  Temperature  was  normal; 
pulse  60;  respiration  20.  Patient  complained  of  excruciat- 
ing pain  in  right  tempero-sphenoidal  region,  and  only  by 
large  doses  of  morphine  was  it  possible  to  keep  him  in  bed. 

A  blood  count  by  Dr.  Steiner  showed  the  following: 
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Leucocytes    15,000. 

Polymorphonuclear    62.00%. 

Lymphocytes    31.80%. 

(500  leucocytes  counted). 

Large  mononuclears  and  transitiouals. . . .  2.80%. 

Eosinophils    3.40%. 


100.00%. 

Mast  cells.  5;  Myelocytes,  4.  Red  blood  corpuscles  stain 
well  and  show  no  variation  in  size  or  shape.  No  normo- 
blasts or  tnegaloblasts. 

A  general  consultation  was  held  and  it  was  decided  thai 


there  must  be  some  pressure  on  the  right  temperosphenoidal. 

On  May  3rd.  assisted  by  Doctors  0.  C.  Smith  and 
McCook,  I  opened  the  right  mastoid  through  a  sclerosed 
cortex  and  found  it  filled  with  pus.  its  entire  structure  hav- 
ing been  destroyed.  I  then  opened  the  skull  in  the  tempero- 
sphenoidal region  by  means  of  a  trephine,  placing  the  centre 
of  the  pin  in  line  with  the  post  osseous  wall  of  the  ex- 
ternal auditory  meatus,  and  three-quarters  of  an  inch  above 
the  post  root  of  the  zygoma.  Upon  removing  the  button 
of  bone,  the  dura  was  seen  to  bulge  into  the  opening. 

There  was  no  pulsation  of  the  brain.  The  meninges  were 
now  opened  by  a  crucial  incision  and  at  least  a  tea  cup  full 
of  serous  fluid  escaped;  after  the  escape  of  this  fluid  the 
brain  was  found  to  be  pulsating. 

The  brain  was  then  explored  in  all  directions  with  a 
negative  result.  The  wound  was  closed  and  the  patient  re- 
turned to  bed.  He  experienced  no  further  pain  in  the  head 
and  the  paralysis  gradually  cleared  up.  lie  left  the  Hos- 
pital at  the  end  of  twenty-one  days,  practically  well. 

The  above  case  was  probably  a  localized  meningitis  serosa 
of  otitic  origin. 
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Discussion. 

Dr.  Sheppard : — These  cases  are  of  interest  to  us.  espe- 
cially as  regards  their  etiology.  I  have  recently  seen  two 
such  cases,  one  of  them  having  died.  The  amount  of  intra- 
dural fluid  that  one  of  them  contained  was  simply  astonish- 
ing; it  seemed  as  if  almost  a  teacupful  escaped  at  the  time 
of  operation,  and  the  oozing  continued  for  four  or  five  days 
so  free  as  to  saturate  the  dressings  and  the  pillows  under- 
neath. There  was  a  strong  suspicion  on  the  part  of  those 
of  us  who  saw  her  that  she  might  be  tubercular,  hut  there 
was  no  history  to  bear  this  out  and  no  autopsy  was  obtained. 

Dr.  Randall: — This  type  of  serous  meningitis,  coupled 
with  the  distinct  symptoms  of  meningitis  and  particularly 
with  the  paralysis  of  the  external  rectus  muscle,  which  has 
been  much  noted  abroad  as  "Gradenigo's  squodrome",  con- 
stitutes a  group  of  cases  that  has  a  great  deal  of  interest; 
and  I  think  every  one  that  is  put  on  record — studied  with 
a  fortunate  outcome  of  recovery  or  the  more  scientific  dem- 
onstration of  autopsy — will  do  a  great  deal  toward  enlight- 
ening us  as  to  how  to  lessen  the  frequency  of  fatal  results  and 
secure  these  happy  outcomes.  I  believe  earnestly  in  the  drain- 
age of  these  cases  and  have  been  advocating  it  for  years, 
having  shown  to  the  Society  several  times  a  little  spatula 
which  I  use  for  drainage  and  irrigation  of  the  arachnoid 
cavity.  I  believe  that  we  can  carry  the  drainage  under  the 
base  of  the  brain  or  to  the  longitudinal  fissure  above  and 
by  irrigation,  even  of  the  tubercular  cases,  we  may  look 
for  that  healing  which  the  surgeon  expects  when  he  opens 
up  a  peritonitis. 

Dr.  Timherman : — During  the  past  two  or  three  years  I 
have  had  two  or  three  cases  which  have  been  diagnosed  as 
brain  abscess  of  otitic  origin. .  The  symptoms  seemed  to 
lead  very  conclusively  to  this  diagnosis.     Fortunately,  I 
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had  the  concensus  of  opinion  of  several  other  men  to  aid 
inc.  One  case,  a  man  perhaps  65  years  of  age.  I  found 
him  almost  paralyzed  on  the  right  side  with  a  distincl  his- 
tory of  left  ear  trouble.  The  condition  progressed  to  com- 
plete paralysis  on  the  right  side  with  an  involvement  of 
the  speech  centre.  This  led  to  a  diagnosis  of  brain  abscess, 
following  the  purulent  condition  of  the  left  ear.  Some  symp- 
toms were  absent.  There  was  no  vomiting,  no  pain,  and  yet 
here  was  this  progressive  paralysis  with  involvement  of 
the  speech  centres  and  it  seemed  to  be  the  right  thing  to 
open  the  man's  tempero-sphenoidal  lobe,  which  we  pro- 
ceeded to  do.  T  frankly  confess  that  the  ear  symptoms  were 
not  sufficient  to  justify  this.  Some  of  my  consultants  in- 
sisted upon  the  operation  saying  he  would  die  were  noth- 
ing done.  There  was  absolutely  nothing  found,  though  I 
explored  the  brain,  in  conjunction  with  a  good  surgeon 
who  was  with  me.  And  yet,  though  following  the  operation, 
the  man  was  completely  paralyzed  on  both  sides,  he  got  well 
and  is  living  today.    This  was  two  years  ago. 

En  another  case  that  I  saw  at  the  State  Hospital  for  the 
Insane,  the  symptoms  seemed  to  point  more  conclusively 
to  brain  abscess.  A  young  lady  consulted  me  in  my  office 
for  a  purulent  otitis  media.  This  seemed  to  clear  up  and 
then  progressive  paralyses  made  their  appearance.  The 
physician,  Dr.  Richardson,  who  is  here  (and  who  is  now  oc- 
cupying some  position  in  connection  with  some  Pennsylvania 
hospital),  called  me  a  few  weeks  afterward  in  consultation 
with  Dr.  J.  F.  Baldwin.  The  diagnosis  seemed  to  be  ab- 
solutely certain.  Dr.  Richardson  said  that  he  never  saw  a 
plainer  case  of  brain  abscess  than  this,  and  in  this  opinion 
Dr.  Baldwin  concurred;  yet  Dr.  Baldwin  did  not  want  to 
do  the  operation  because,  as  he  suggested,  the  case  was  going 
to  die  anyway,  it  had  gone  so  far.  Dr.  Richardson  and  my- 
self insisted  that  this  girl  should  be  given  a  chance  and  the 
customary  opening  was  made  into  the  brain  for  abscess,  ex- 
plorations made  and  nothing  found,  and  yet  this  girl  lias 
gotten  well.     I  am  more  than  ever  inclined  to  believe,  as 
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Schwartze  s;ii<l.  that  every  symptom  of  brain  abscess  can  be 
present  and  the  abscess  he  absent;  and  no  symptom  can  be 
present  and  the  abscess  si  ill  be  present. 

Dr.  Randall: — Tt  seems  to  me  that  both  cases  mentioned 
sound  like  cases  of  Landre's  paralysis. 

Dr.  Timhernian  : — Dr.  Kinsman.  of  OUT  city,  saw  the  first 
case,  and  after  the  patient  had  gotten  well  he  began  to 
think  it  was  a  case  of  arterio  sclerosis,  but  it  does  not  seem 
that  the  subsequent  history  bears  out  any  such  hypothesis 
as  that.  I  do  not  know  whal  was  the  matter  with  these 
eases. 

Dr.  Sheppard  : — Were  there  large  amounts  of  serous 
tlnid? 

Dr.  Smith: — There  was  a  little  bulging  of  the  meninges 
into  the  dnra  but  nothing  excessive. 

Dr.  Alderton : — Was  it  not  Dr.  Abbe  who  reported  some 
cases  similar  to  these,  in  which  he  attributed  it  to  en- 
cephalitis localized  in  character?  I  have  had  a  case  some- 
what similar. 

Dr.  Bacon: — After  the  wound  was  closed  up  was  there 
much  flow  of  serum? 

Dr.  Smith: — Only  for  24  hours.  I  closed  the  wound  over 
the  brain  and  drained  right  down  to  the  mastoid. 

Dr.  Eagleton  : — We  have  had  three  cases  of  serous  men- 
ingitis. One  of  them  had  a  paralysis  of  both  external  recti 
and  the  other  had  a  paralysis  of  one  external  rectus.  In  one 
of  these  cases  a  lumbar  puncture  showed  a  cloudy  cerebro 
spinal  fluid  and  yet  the  child  recovered.  There  were  no 
bacteria  found  in  the  cerebro  spinal  fluid.  All  the  cases 
recovered    simply    from    the    performance    of    a  radical 
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operation  on  the  diseased  temporal  bone.  The  dura,  was 
ti< it  opened.  We  found  no  sinuses  leading  from  the  dura, 
the  dura  looked  well  and  we  simply  thoroughly  eradicated 
the  serous  infection  in  the  temporal  hone  and  all  the  cases 
recovered.  Our  experience  has  been  that  in  cases  where  the 
diagnosis  was  in  doubt  an  exploration  through  the  mastoid 
wound  has  resulted  in  several  cases  badly.  It  seems  if  we 
are  going  to  explore  these  cases  we  should  not  explore  them 
through  a  dirty  wound.  In  our  cases  where  we  explored 
the  brain  and  found  nothing  we  went  through  the  mastoid 
wound  and  undoubtedly  encountered  a  case  of  serous  men- 
ingitis, which  if  left  to  itself  would  have  taken  care  of  itself 
Dr.  Arnold  Knapp  sometime  ago  called  attention  to  the  im- 
portance of  eradicating  the  source  of  infection. 

I  )r.  Gruening : — We  must  not  forget  that  there  is  such  a 
thing  as  chemotatic  action.  A  child  may  have  symptoms 
of  meningitis  and  the  symptoms  may  disappear.  I  have 
never  seen  such  a  case  as  that  related  by  Dr.  Timberman.  I 
have  had  eases  such  as  were  spoken  of  by  Dr.  Smith.  There 
the  quantity  of  fluid  was  very  large  and  when  the  dura  was 
incised  the  fluid  poured  out.  The  dura  was  merely  incised 
and  the  flow  was  profuse  and  recovery  was  very  prompt  in 
these  cases. 

Dr.  Timberman: — There  was  no  radical  mastoid  operation 
done  in  my  cases. 

Dr.  Gruening: — T  do  not  think  it  is  necessary  to  do  a  radi- 
cal operation.  It  is  only  necessary  to  remove  the  pus  if  we 
find  it  in  the  mastoid. 

Dr.  Timberman : — Perhaps  I  had  better  further  correct 
myself  by  saying  that  there  was  nothing  at  all  done  to  the 
ear  1o  account  for  the  recovery  of  these  c;ises. 


SOME    FACTS    PERTAINING    TO    THE  SURGICAL 
ANATOMY  OP  THE  TEMPORAL  I'.ONE. 


BY  H.  A.  ALDERTON,  of  Brooklyn. 

The  temporal  bone  is  probably  the  most  important  bone 
of  the  skull,  surgically,  because  of  the  serious  affections 
to  which  it  is  prone  the  frequency  of  the  demand  for 
surgical  intervention  on  account  <>f  these  pathologic  affec- 
tions, which  involve  it  and.  secondarily,  the  adjacent  struc- 
tures. There  exists,  therefore,  a  greater  necessity  for  a 
knowledge  of  its  normal  and  abnormal  characteristics  than 
probably  obtains  for  the  study  of  any  of  the  other  cranial 
bones. 

And  the  abnormalities  occur  with  such  frequency  that  no 
surgeon  should  feel  competent  to  attack  the  pathologic 
conditions  which  may  exist  without  first  thoroughly 
acquainting  himself,  as  nearly  as  may  be  possible,  with  the 
usual  and,  more  especially,  the  unusual  formations  of  this 
very  complex  bone. 

Take,  for  instance,  such  a  simple  thinjj  as  the  mastoid 
tip,  which  we  should  naturally  expect  to  be  of  invariable 
formation,  whether  small  or  large,  because  of  the  constant 
influence  exerted  upon  the  outer  table  of  the  skull  in  this 
region  by  the  contraction  of  the  attached  muscles  while  the 
bone  is  in  its  formative  stage ;  we  find  that  in  three  or  four 
bones  out  of  three  hundred  such  a  thing  as  a  tip  does  not 
exist,  the  digastric  fossa  coming  right  out  to  the  edge  of  the 
vertical  external  plate  of  the  mastoid  bone.  On  the  other 
hand,  in  other  bones,  we  see  so  large  a  tip  that  the  bulk  of 
the  cellular  mastoid  structure  exists  within  its  boundaries 
(specimens  1  and  2). 

The  digastric  fossa,  or  groove,  varies  from  an  almost  plane 
surface  at  right  angles  with  the  outer  table  of  the  mastoid 
bone  to  a  deep  gully  one  inch  or  so  in  depth  and  two  thirds 
surrounded  by  bone  (specimens  1  and  3). 
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When  we  eoine  to  examine  the  circumferential  walls  of 
this  bony  structure  we  find  that  Nature  has  oft-times  been  a 
slip-shod  and  imperfect  worker,  for  there  is  hardly  a  bony 
wall  which  does  not  in  a  few  instances  show  dehiscences 
For  example,  the  suprameatal  fossa  may  show  openings  into 
the  cellular  mastoid  structure  (specimen  4)  ;  the  outer  wall 
of  the  mastoid  bone  also,  through  a  persistent  squamoso- 
mastoid suture  (specimen  5)  ;  the  posterior  wall  of  the  ex- 
ternal auditory  canal,  which  is  the  anterior  wall  of  the 
mastoid  bone  (specimen  6)  ;  the  tegmen  antri  and  tympani; 
the  wall  between  the  tympanic  cavity  and  the  jugular  bulb 
(specimen  7^  and  that  between  the  same  cavity  and  the 
carotid  canal;  the  wall  also  between  the  sigmoid  sums  and 
(he  mastoid  cells  (specimen  9);  the  squama,  through  both 
tables  (specimen  10)  ;  and  the  facial  canal  in  its  course 
through  the  tympanic  cavity  (specimen  11). 

There  may  occur  also  over  or  under  development  of  the 
osseous  walls  of  the  large  blood  channels  within  the  tem- 
poral bone;  for  instance,  specimen  12  shows  an  absence 
of  the  internal  wall  of  the  mastoid  emissary  vein  through 
a  large  part  of  its  course  and  specimen  13  a  vertical  pro- 
trusion of  the  jugular  bulb  to  the  superior  border  of  the 
petrous  bone  with,  evidently,  a  passage  for  a  communicat- 
ing vein  to  the  superior  petrosal  sinus.  The  sigmoid  groove 
may  vary  from  one  quarter  to  five-eighths  of  an  inch  in 
width  and  from  a  hardly  discernible  furrow  (specimen  1!)) 
to  a  deep  excavation  more  than  half  surrounded  by  bone. 

The  osseous  external  auditory  canal  may  vary  from  an 
almost  cylindrical  canal,  three-sixteenths  of  an  inch  in  dia- 
meter (specimen  14),  to  a  vertically  elongated,  kidney-shaped 
channel  the  longest  diameter  of  which  reaches  to  ten-six- 
1  cent  lis  of  an  inch  (specimen  15),  or  the  canal  may  be 
funnel-shaped,  with  the  large  opening  externally  (speci- 
men 16). 

The  suprameatal  spine,  or  spine  of  Henle,  which  is  one  of 
the  landmarks  in  doing  the  mastoid  operation,  was  found 
to  be  absent  2U  times  in  an  examination  of  3I>'_>  bones;  rudi- 
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mentary  in  22;  small  in  139  and  well-marked  in  1 1  speci- 
mens only.  The  wide  divergence  is  well  shown  by  comparing 
specimens  17  and  18 

The  suprameatal  fossa,  formed  by  the  depression  enclosed 
anteriorly  by  the  spine  of  Ilenle.  superiorly  by  the  temporal 
ridge  and  posteriorly  by  an  imaginary  vertical  Line  dropped 
from  the  temporal  ridge  to  the  posterior  osseous  canal  wall, 
which  fossa  is  the  site  of  election  for  opening  through  into 
the  mastoid  antrum,  was  present  in  228  specimens  and  absent 
in  74  out  of  302  bones  (specimens  17  and  18). 

Tile  squamoso-mastoid  suture  was  more  or  less  persistent 
in  71  oid  of  302  bones  (specimen  20). 

Investigations  in  regard  to  the  mastoid  emissary  vein, 
which  are  especially  important  because  tenderness  in  the 
region  of  its  exit  from  the  skull,  indicating  a  phlebitis  of  the 
vein,  is  of  great  importance  in  forming  a  true  conception 
as  to  the  involvement  of  the  sigmoid  sinus  in  pyogenic  pro- 
cesses affecting  the  temporal  bone,  was  rich  in  results.  The 
mastoid  emissary  vein,  in  301  bones,  was  absent  55  times, 
its  presence  doubtful  21  times;  in  other  words,  the  symptom 
of  tenderness  over  the  usual  site  of  exit  could  not  be  mani- 
fested even  though  the  sinus  was  infected  in  over  23  per  cent, 
of  the  specimens  (specimen  21).  When  present  the  vein 
may  attain  to  a  very  considerable  size,  as  shown  in  specimen 
22,  which  also  shows  three  exits  for  branches  from  the  main 
t  runk  of  the  vein.  The  mastoid  emissary  vein  showed  multi- 
ple foramia  of  exit  from  the  skull  in  52  specimens,  in  two 
bones  as  many  as  four  (specimen  23),  the  distance  from  the 
spine  of  Ilenle  to  the  mastoid  foramen  of  exit  averaged  If)  2-3 
sixteenths  of  an  inch,  where  the  vein  was  present,  with 
extremes  respectively  16  and  28  sixteenths.  There  was  also 
a  great  difference  in  the  location  vertically  of  the  foramen 
of  exit,  which  in  some  instances  was  well  below  the  level  of 
the  floor  of  the  orifice  of  the  external  auditory  canal  (speci- 
men 28),  while  in  other  specimens  the  point  of  exit  was  on 
a  level  with  the  upper  border  of  the  orifice  of  the  external 
canal  or  above.    In  99  specimens  the  main  trunk  or  a  branch 
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gained  exit  cither  at  the  occipito-mastoid  suture  or  passed 
beyond  through  into  the  occipital  bone  and  so  out  of  the 
skull  ( specimen  24) . 

Also  of  great  interest  from  a  surgical  standpoint  was  the 
investigation  as  to  the  distance  through  the  mastoid  hone 
from  the  suprameatal  fossa  to  the  nearest  portion  of  the 
sigmoid  groove.  The  average  distance  in  :)():]  hones  was  a 
little  over  7  sixteenths  of  an  inch,  with  the  extremes  slightly 
less  than  2  and  13  sixteenths  (specimens  25  and  26).  Classi- 
fication of  the  measurements  with  a  view  to  determining  the 
distance  available  in  operating,  showed  that  only  halt  an 
inch  or  under  could  he  depended  upon  in  Kit)  specimens  out 
ol'  303;  of  these  160  specimens,  65  showed  a  distance  of  one 
third  of  an  inch  or  under;  of  these  65  specimens,  39  showed 
a  distance  of  a  quarter  of  an  inch  or  under  and.  finally,  of 
these  last  39  specimens,  6  showed  a  distance  of  only  one 
eighth  of  an  inch  or  under. 

Inquiry  into  the  relative  depth  of  the  right  and  left 
sigmoid  grooves  in  196  bones,  elicited  the  following  findings: 
The  average  distance  from  the  sigmoid  groove  to  the  supra- 
meatal fossa  in  the  left  sided  bones  was  almost  exactly'  7  1-3 
sixteenths  of  an  inch;  that  of  the  right  sided 
hones  was  a '.most  exactly  6  1-2  sixteenths  of  an 
inch.  This  discrepancy  against  the  safety  area  on 
the  right  side  was  still  further  emphasized  when 
the  number  of  hones  showing  a  distance  of  4  six- 
teenths of  an  inch  or  under  was  determined;  only  !)  left- 
sided  temporal  bones  came  within  this  category,  whereas  so 
many  as  2:5  were  found  among  the  temporal  bones  of  the 
righl  side  of  the  head.  In  other  words,  less  than  10  per 
cent,  of  the  left-sided  temporal  bones  and  exactly  23  per  cent, 
of  the  right-sided  hones  showed  a  circumscribed  operative 
field  of  a  quarter  of  an  inch  or  under. 

These  303  hones  showed  only  3  specimens  in  which  the 
middle  cerebral  fossa  came  below  the  level  of  the  temporal 
ridge  *at  or  near  the  site  of  election  for  entrance  into  the 
mastoid  antrum  (specimen  27). 
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Invest  illation  as  to  the  position  of  the  stylo-mastoid  fora- 
men, with  a  view  to  demonstrating  the  unusual  course  rarely 
taken  by  the  facial  nerve  as  described  by  Schwartze,  failed, 
I  am  sorry  to  say  for  my  own  personal  interest,  to  show 
anything  unusual  in  these  303  hones. 

A  consideration  of  these  facts  will  explain  certain  cautions 
advanced,  clinical  points  noted  and  operative  accidents 
experienced  by  many  aural  surgeons.  Thus  an  unusually 
early  appearance  of  pus  under  the  periosteum  over  the 
mastoid  or  posterior  wall  of  the  external  auditory  canal  may 
occur  through  the  existence  of  an  imperfect  outer  wall. 

Early  and  grave  involvement  of  the  intracranial  structures, 
vessels  or  brain,  through  the  existence  of  dehiscences  of  the 
internal  table.  The  appearance  of  pus  under  the  perios- 
teum of  the  squama,  in  certain  cases  of  extradural  abscess, 
through  the  thinned  or  deficient  plate  of  hone.  Care  should 
he  exercised  in  puncturing  the  tympanic  membrane  not  to 
go  any  more  than  just  through,  for  fear  of  wounding  the 
jugular;  such  cases  with  severe  and  even  fatal  hemorrhage 
have  been  reported.  The  presence  of  tenderness  over  the 
area  of  exit  of  the  mastoid  emissary  vein,  in  suspected  eases 
of  infective  sinus  thrombosis,  should  be  of  positive  value  but 
its  absence  should  not  turn  the  scale  in  making  a  diagnosis, 
other  symptoms  being  present;  and*  any  tenderness  over  a 
broad  area  posterior  to  the  edge  of  the  mastoid  tip  should  be 
a  matter  of  suspicion  as  due  to  a  possible  phlebitis  of  this 
vein.  Great  care  is  necessary,  especially  on  the  right  side, 
in  confining  the  initial  attack  upon  the  mastoid  to  the  site 
nf  election,  no  matter  what  portion  of  the  bone  seems  to  he 
principally  involved:  the  mastoid  antrum  must  always  be 
entered  or  the  operation  is  not  complete,  therefore  this 
should  constitute  the  first  step  and  should  be  approached 
with  the  greatest  caution,  the  chisel  being  applied  only 
slightly  inclined  to  the  surface  of  the  bone  and  small  layers 
being  removed  at  each  stroke  of  the  mallet.  Such  care  &i 
first  warrants  great  boldness  later,  as  by  then  a  truer  con- 
ception of  the  danger  zones  has  been  obtained. 

Three  things  are  absolutely  necessary  in  doing  surgical 
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work  on  the  temporal  bone,  perfect  illumination  of  the 
operative  field.  great  care  and  caution,  and,  finally,  a 
comprehensive  knowledge  of  the  structures  involved.  With- 
out these  requisites  the  pit  falls  are  numerous  and  the 
hazards  serious. 

Discussion. 


Dr.  Randall : — This  is  a  matter  of  extreme  interest  to  me 
and  I  have  been  making  studies  for  the  last  twenty  years 
along  these  lines  and  have  in  our  Transactions  published 
papers  on  the  position  of  the  Facial,  the  direction  of  the 
auditory  canal  and  other  details.  I  have  put  on  record  the 
data  of  a  thousand  temporal  bones  in  situ  in  the  skull,  as  well 
as  of  the  separated  bones;  and  believe  that  much  remains  to 
be  learned  by  such  studies. 


REPORT  OF  A  CASH  OF  RUPTURE  OP  THE  MEMBRA NI 
TYMPAN1  PROM  A  BLOW  RECEIVED  WHILE 
SWIMMING  CJNDEE  WATER.* 


By  HENRY  WILSON  KING. 

August  1  f) tli .  1  !)()(>,  my  patient,  G.  E.,  age  2:5,  attempted 
to  dive  simultaneously  with  his  brother  from  a  spring  board 
attached  to  a  raft  at  the  month  of  New  London  harbor. 
G.  E.  evidently  struck  the  water  first,  for  while  beneath 
the  waves,  he  received  a  blow  directly  over  the  left  ear  from 
the  concussion  made  by  his  brother's  head. 

When  he  rose  to  the  surface  of  the  water,  he  was  confused 
and  dizzy  but  kepi  up  Long  enough  to  be  helped  to  the  raft, 
where  he  rested  and  soon  recovered  enough  to  swim  ashore. 

There  was  pain  of  moderate  degree,  and  a  physician  who 
examined  the  ear  within  an  hour,  diagnosticated  a  rupture 
of  the  membrana  tympani.  He  sent  him  to  my  office  on  the 
next  train  and  I  saw  him  at  midnight,  seven  hours  after  the 
accident.    Pain  had  become  severe  and  deafness  marked. 

I  removed  the  mixture  of  blood,  cerumen  and  water  from 
the  external  auditory  canal  and  saw  a  rupture  in  the  lower 
posterior  quadrant  of  the  membrana  tympani — the  hole  being 
oval  with  rounded  extremities — and  the  entire  surface  was 
congested,  thickened  and  boggy. 

After  syringing  with  a  warm  1  to  5000  solution  of 
bichloride  of  mercury,  drying  with  cotton  and  heated  air, 
I  inflated  gently  and  the  hearing  improved  to  II.  D.  L. 
1:55-200;  ordinary  voice  25  feet;  whisper,  19  feet.  I  blew 
into  the  canal  a  little  boric  acid  and  he  retired  for  the  rest 
of  the  night  but  had  moderate  pain  till  3  a.  m.,  but  after  that 
time  little  or  none. 

I  saw  him  daily  during  the  next  week  and  the  inflammation 
of  the  membrane  gradually  subsided. 


*  Read  by  title. 
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The  canal  would  bo  quite  dry  during  the  day  bul  ;i  free 
watery  discharge  soaked  the  cotton  at  night. 

I  kept  the  hole  open  and  used  Xeroform  once  daily.  The 
hearing  was  excellent  from  the  third  day  after  the  accident 
and  within  two  weeks  the  rupture  was  so  nicely  closed  that 
it  was  difficult  to  see  the  line  of  coaptation  and  recovery  was 
perfect. 

This  patient  could  furnish  no  previous  history  of  aural 
disturbance  or  troublesome  naso-phrayngeal  catarrh. 

A  healthy  tympanic  membrane  may  be  penetrated  from 
without  by  some  instrument  or  foreign  body,  or  it  may  be 
ruptured  by  indirect  violence,  and  in  the  latter  class  would 
be  included  blows  as  in  boxing,  explosions,  falls  on  the  ear, 
severe  vomiting,  strangulation  by  hanging,  and  the  impact 
of  the  waves  while  bathing,  but  I  find  no  record  of  a  case 
similar  to  this  where  the  blow  was  received  by  external 
violence  while  the  patient  was  under  water  and  \  relate  this 
history  because  of  its  unique  nature  and  put  it  on  record. 
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